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THE PROBLEM OF SPATIAL DISORIENTATION 
Col. James B. Nuttall (MC), U.S. A. F. 


N THE EARLY DAYS of military avia- 

tion and through World War I it was an 
accepted concept that a sensitive labyrin- 

thine system was essential to proper 
orientation in flight. Following is a quotation from 
an outstanding otologist of that era‘: “Without 
functionating internal ears it is impossible for an 
individual to be a good bird-man . It is highly 
ble that many an aviator has gone to his death 

ause, unknown to him, he did not possess a 
normal ear mechanism.” Today, it is known that it 
is the functioning of this “normal ear mechanism” 
which has actually been the cause of untold num- 
bers of airplane crashes. How can this be true? 
Why should a normal physiological function pre- 
sent one of our major safety hazards under certain 
conditions of flight? 

A recent study * has indicated that spatial disori- 
entation or “pilot's vertigo” was responsible for 14% 
of the fatal aircraft accidents in one of the major 
overseas of the United States Air Force. 
Review of all major aircraft accidents in the Air 
Force reveals that disorientation of the pilot is 
involved in more than 25% of cases in which physi- 
cal, physiological, and pathological factors are im- 
plicated. 

All disorientation accidents are not, of course, 
the exclusive result of labyrinthine perceptual diffi- 
culties. The sensory illusions of flight which are 
productive of spatial disorientation are manifold. 
These aberrations in the perceptual functions of 
the pilot which result in a state of disorientation 
may be divided into two categories, visual illusions 
and illusions of attitude and motion. By far, the most 


Iilusions of attitude and motion result in 
spatial disorientation and have been shown 
to contribute substantially to the frequency of 
accidents in aviation. Such illusions are 
normal responses to particular situations, and 
they involve both ocular and labyrinthine 
mechanisms, especially the latter. Because 
they are normal reactions, thorough indoc- 
trination is needed to convince the pilot that 
labyrinthine and other proprioceptive sensa- 
tions are totally unreliable, and careful train- 
ing is needed to induce the proper reliance 
on flight instruments. Even so, an overcompii- 
cated cockpit layout, extremely high speed, 
bod weather, and difficult tactical conditions 
have frequently resulted in rejection of the 
instrument information by the pilot and have 
rendered him even more susceptible to dis- 


deal appropriately with all factors in human 
physiology and in aircraft design that con- 
tribute to spatial disorientation as a hazard 
of flight. 


important are illusions of attitude and motion. 
These are mediated through the nonauditory laby- 
rinth, including the semicircular canals and the 
otolith organs of the utricle and saccule. The means 


Chief, Aviation Medicine Division, Directorate of 
Read betore 


Office of the Surgeon 


Washington, D 


Professional Services, General, .c 
before the Section on Preventive Medicine at the 106th Annual Meeting of the American Medical Association, ‘New York, June 7, 1957. 


— 
66 
8 
orienting sensations. Eighteen cases are here 
summarized to illustrate the resulting dan- 
gers. Increased effort should be exerted to 
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by which the illusory cues of vision and the labv- 
rinth are productive of spatial disorientation in 
flight are multiple and complex; however, almost 
every case of “pilot's vertigo” can be explained on 
a rational basis through an analysis of the normal 
visual or labvrinthine perceptual function. 


Visual Hlusions as Causes of Disorientation 


A classic visual illusion which may occur in 
flicht is that of autokinesis. This occurs under con- 
ditions of darkness and a single point source of 
light which is an inadequate visual frame of refer- 
ence for fixation. The spontaneous, rhythmical 
movements of the eves under this circumstance 
result in the illusion of movement of the light. This 
has, on occasion, been a cause of collision accidents 
in nicht formation fving when only one light was 
used on lead aircraft. The solution to this problem 
is to use more than one light for formation fiving, 
which is the present procedure. 

There are many other types of visual illusion in 
flight which may produce serious disorientation. 
Slanted banks of cloud used as a horizon reference 
can result in an unusual attitude of flight. Very 
dark nights with no moon and only scattered, in- 
frequent lights on the ground can result in the 
pilot's mistaking the ground lights for stars and 
vice versa; this can produce extreme disorientation 
resulting in unusual attitudes, including inverted 
flight. Another type of visual illusion, described by 
Cocquyt,’ is one in which there occurs an incorrect 
estimation of relative altitude of the plane during 
the landing approach when the roll and pitch axes 
of the plane are not properly correlated with lights 
on the ground used as visual cues. This can result 
in a crash before the airport is reached. 

Brief mention may be made of a type of visual 
illusion which is mediated through the labyrinthine 
system. Two kinds are described by Gravbiel.’ the 
oculogvral and the oculogravic illusions. These 
illusions result in apparent motion or displacement 
of objects when the semicircular canals (oculogyral) 
or the otolith organs (oculogravic) are stimulated 
under conditions of reduced visibilitv. The illusions 
are the result of labyrinthine influence upon visual 
perception when only marginal visual cues are 
available. 


Illusions of Attitude and Motion as Causes 
of Disorientation 


These visual illusions seem formidable enough 
when considered in relationship to the exacting and 
precise requirements of jet flight. They are, how- 
ever, of minor importance when compared to the 
frequent and overwhelming disorientation effects 
of the illusions of attitude and motion mediated 
principally through the labyrinthine system. The 
reason for this is that normal visual perception, 
even in flight and when used appropriately, is al- 
most 100% reliable, whereas labyrinthine sensations 
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in flight are, on the contrary, almost 100% unreli- 
able as a means of orientation in space. The laby- 
rinthine apparatus was designed to function in 
reference to a stable platform, the earth’s surface. 
When used on a very unstable platform, the air- 
plane, with freedom of motion about three axes 
in three-dimensional space, it assumes the role of 
the perfect organ of perceptual confusion. This 
perceptual confusion is the direct result of false 
sensory cues of motion or position produced by the 
labyrinthine system in response to the multiple 
stimuli of the varied accelerations of flight. 

Reasons for Erroncous Sensations.—Erroneous 
cues emanate from both functional subdivisions of 
the nonauditory labyrinth. Sensations from the 
semicircular canals may be erroneous for two basic 
reasons. First, the canals are stimulated by angular 
acceleration which displaces the cupula as a result 
of endolymphatic inertia. This produces a sensation 
of rotation only so long as the cupula is displaced. 
It is possible for the angular acceleration to be 
reduced, removed, or reversed while the initial 
direction of rotation remains the same; thus the 
sensation incident to changes in displacement. of 
the cupula by varied angular accelerations may 
bear no uniform relationship to the actual direction 
of rotation. The second reason for inappropriate 
cues from the semicircular canals is that the cupula 
acts as a damped pendulum system and has a slow 
recovery from a displaced position to its neutral 
position after an acceleration. This results in’ an 
after-sensation of rotation for a minute or longer 
after the acceleration and even after rotation has 
stopped. Also, there may occur a second and third, 
or even a fourth, after-sensation of rotation, each 
alternating to opposite directions. It is thought that 
these sensations result from chemical after-effects 
similar to the after-image in vision. The otolith or- 
gans are prone to produce positional cue errors be- 
cause they are stimulated by both gravity and 
rectilinear accelerations without being able to dis- 
tinguish between forces due to gravity and those 
due to other accelerations. 

To some extent the labvrinthine system is aided 
by other senses in its role as “major-domo” of spatial 
disorientation. Perceptual information from proprio- 
ceptive sensory end-organs in muscles, tendons, 
skin, and viscera frequently is not in consonance 
with the true direction of terrestrial gravitational 
forces, the stimulus to which they are normally at- 
tuned. Further, there is often marked conflict in the 
interrelations among the three modalities of percep- 
tion in the triad of equilibration; vision; the non- 
auditory labyrinth; and the kinesthetic, external 
pressure, and visceral sensibilities (somesthetic and 
visceral proprioceptive groups). Besides this inter- 
modality disagreement, intramodality conflict may 
even occur, as for example, the conflict between the 
semicircular canals and the otolith organs when the 
position of the head is changed during the primary 
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post-rotational after-sensation. This conflict in itself 
is productive of marked confusion, forced postural 
reflexes, and marked autonomic effects.’ Conflict 
can also occur between kinesthetic and external 
pressure sensation. 

An additional and very important complicating 
factor in this gamut of interacting perceptual mo- 
dalities is that induced by head movements relative 
to existing body motion and position. Head move- 
ments induce two reactions of importance to the 
pilot: first, postural reflexes which may adversely 
affect the fine manual coordination necessary for 
proper manipulation of aircraft controls and, sec- 
ond, the Coriolis reaction. The Coriolis reaction 
results from movements of the head at right angles 
to the plane of an existing rotation of the body. 
It produces confusion and marked autonomic re- 
sponses similar to those caused by changes in head 
position during the after-sensation of rotation. Fi- 
nally, the interaction of the above-considered visual, 
tactile, and primary and secondary proprioceptive 
mechanisms with central integrative functions and 
superimposed volitional, emotional, and judgment 
factors creates an imposing psychophysiological 
hodgepodge. 

It may seem that this discussion has led to what 
is apparently a hopeless jungle of confused verbi- 
age. If so, it is certainly equaled by the overwhelm- 
ing confusion of the hapless pilot who is victimized 
by his so-called prime organ of balance and sud- 
denly finds himself in the terminal phase of 
complete spatial disorientation from which it is 
impossible to recover before fatally crashing into 
the ground. Yet, it is realized this is exactly what 
one might expect when consideration is given to 
the vast central network which this tiny organ of 
balance bombards with erroneous impulses. The 
vestibular nerve leads to the complex of vestibular 
nuclei in the brain stem, from whence direct or 
relay connections reach almost every part of the 
central nervous system, including the eye muscle 
nuclei, motor nuclei at all levels of the cord, vast 
areas of the cerebellum, reticular nuclei of the mid- 
brain, the reticular formation of the pons and me- 
dulla, and the cerebral cortex. Thus the complexity 
of the problem of spatial disorientation is heralded 
by the complexity of the neurophysiological mech- 
anisms and anatomic structures involved. 

Types of Illusions of Attitude and Motion Caus- 
ing Disorientation.—From a practical aspect the 
disorientation producing illusions of attitude and 
motion, mediated primarily through the labyrin- 
thine system, may be simple or complex, subtle or 
overwhelming. These illusions will vary with the 
individual pilot and with the conditions of flight; 
hence the varieties of so-called vertigo experiences 
induced in pilots are almost numberless. Illusions 
can occur under almost any flight condition but are 
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more frequent and more productive of disorienta- 
tion under conditions of reduced visibility, such 
as severe weather or night fiving. 

Misinterpretation of Gravitational Forces: When 
an illusion is simple it may involve false sensations 
or false interpretation of cues from only one part 
of the labyrinth. For example, the otolith organs 
are stimulated by linear accelerations and the sen- 
sation produced is that of a certain position in 
space. The interpretation of this position sensation 
during flight is variable and may be incorrect for 
several reasons. First, the acceleration of gravity 
combines with the variable accelerations of powered 
flight to produce a resultant force not indicative 
of the actual position. The resultant force is inter- 
preted by the otolith organs and therefore the 
position sensation is in error. This may result in 
misinterpretation of degrees of bank or in false 
sensations of tilting when in a skid or slip. Secondly, 
the sensations received from the otolith organs may 
be interpreted in relationship to variable references 
of past experience. Thus, strong centrifugal forces 
produced by such varied maneuvers as loops and 
turns may stimulate the otoliths in an identical 
manner and in a manner also identical to that of 
gravity. Therefore the individual can have sensa- 
tions of being upright when inverted, of climbing 
while turning, or of diving during recovery from a 
turn. The otolith sensations in this instance are 
frequently reinforced by other proprioceptive sen- 
sations. Further, alternating threshold and sub- 
threshold accelerations may produce confusion with 
respect to one’s position in space. A type of dis- 
orientation called “the leans” is produced by this 
mechanism. 

An example of the disorienting effects of mis- 
interpretation of gravitational forces resulting from 
certain flight maneuvers follows: 

Picor BA, Torat nouns: 1,200. Jer nouns: 650. Recent 
iwwoment. FS4F.—On a night formation flight ( Africa, very 
dark) two FS4F aircraft. | was chase pilot on a night check- 
out. Lead aircraft had no light on wing tip in the dim 
position so I requested that he go to bright. Then I moved 
out in order that the excessively bright white light on the 
fuselage wouldn't blind me. Somehow I got into a slight 
climb and had to drop my left wing to keep the leader in 
sight. I checked my altimeter and saw 12,000 ft. (flight 
level was 20,000 ft.) The lead aircraft appeared well below 
me and I was having to pull power off to stay with him. I 
advised him on the radio that | was at 12,000 ft. and that 
he appeared dangerously low. He replied that he was flying 
on instruments and advised me to do the same. | was then 
in a steep dive following a barrel roll arownd him and was 


nearly inverted. | recovered at 3,000 ft., 17,000 ft below 
the 


It is obvious that at one point pilot BA was look- 
ing up when he thought he was looking down. 

Erroneous Sensation of Rotation: Illusory effects 
produced by the semicircular canals alone occur 
and result from angular accelerations of flight 
which vary in magnitude and direction; these ac- 
celerations frequently become dissociated from the 
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actual direction of rotation. As a result the illusion 
produced is one of reversal or other confusion of 
the direction of rotation. Different axes of rotation 
mav be involved, and sudden change from one axis 
to another may occur as a result of the Coriolis 
effect mentioned before. 

A classic example of serious disorientation due 
to erroneous sensation of rotation reversal is demon- 
strated in the so-called graveyard spin, the mech- 
anism of which is as follows: A pilot in a spin to 
the right will have an initial sensation of spinning 
to the right due to the angular acceleration which 
initiates the spin. This sensation will continue only 
so long as the cupula remains displaced by acceler- 
ation plus the time lag of returning to its neutral 
position. Therefore, if a stable spin develops with 
no increase in rate of spin or if the pilot takes 
some corrective action and increased spin rate is 
prevented he will have a sensation of not spinning 
at all during a time when he is actually still spin- 
ning to the right. If he takes more vigorous action 
the spinning to the right will be suddenly slowed, 
which is in effect an angular acceleration to the 
left. This will then displace the cupula in the oppo- 
site direction and produce a sensation of spinning 
to the left. This sensation of left spin may occur 
before the right spin has been fully recovered from 
or just at the point of recovery. As a result of the 
sensation of left spin, the pilot will then make cor- 
rection for a left spin, which he is not actually in, 
and thus reenter the original spin to the right. 
Depending upon the time available to sort things 
out, the pilot may run out of altitude and crash 
into the ground. This type of disorientation is even 
more critical and confusing when the spin is in- 
verted, and it can result in a crash in perfectly 
clear weather. 

The aerodynamic quilities of present-day high- 
performance aircraft make spin recovery exceeding- 
ly difficult even in the absence of severe disorienta- 
tion. Also, the rapid rate of descent telescopes the 
criticalness of the time factor. Further, inverted 
and unstable spins are more frequent in high- 
performance aircraft and erratic post-stall gyrations 
sometimes occur which may completely baffle the 
ingenuity of the most astute test pilot. The general 
idea today is not to get into a spin. 

Disorientation due to illusions of turning or roll- 
ing is frequent. These are usually mild illusions, 
readily overcome by instrument reference, however, 
some can be serious and result in complete loss of 
control of the aircraft. Some examples of this type 
illusion follow: 

Puoor N. nouns: 330. Jer nouns: 300. Recent 
FS6.—I was flying no. 2 in two-ship (FS6F) 
formation in night weather. During left penetration turn I 
thought | was turning right and when we rolled out I felt as 
though we were inverted. | kept on flying the wing and took 
a glance cross-check of my instruments and finally every- 
thing straightened out. 
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Prvor AL. Toran nouns: 1,200. Jer nouns: 500. Recent. 
FS6F.—I had a sensation of rolling with result that I rolled 
in opposite direction. | was leader of section of two aircraft 
in GCA in clouds at 5,000 ft. and had just rolled out of 
180-degree procedure turn. Started to roll in opposite direc- 
tion but instruments indicated no roll so 1 ignored sensation 
and staved on instruments. 

Pitot B. Torat nouns: 900. Jer nouns: 500. FS6 TRAN- 
srr1on.—In three-ship formation flight in day weather. Cloud 
hase 700 ft. topped at 35,000 ft. I was flying in F86 and 
this was my first formation flight in weather. I had never 
had a serious case of vertigo before. The formation was just 
rolling out of a 450-degree left climbing turn and went into 
clouds. The visibility in the clouds was about 500 yd. and I 
saw the rest of the section but was disoriented. I didn't go 
on the dials right away because | was afraid of collision. I 
had a sensation of turning to the right and therefore cor- 
rected to left by reflex; as I did this | became confused and 
felt that the formation was above me and that | was looking 
up at them. Flight leader called and told me to go on 
“gauges” and that | was climbing in an inverted position, I 
was thoroughly confused but finally did go on instruments. 
By this time my airspeed was building up and apparently 
1 was in a dive from a split S. 1 immediately put out speed 
brakes and reduced power as | broke through clouds and 
saw the ground coming up fast. | had already pulled back 
on the stick. I blacked out but recovered on the deck. I had 
a 94 pull-out. 


Coriolis Acceleration: Disorientation due to the 
Coriolis effect has been mentioned. Following are 
examples of disorientation after head movements 
which probably represent Coriolis acceleration: 


BH. Torat nouns: 2.050 Jer nouns: 800, Tinte 
sor neconpen. T33.—1 was in the back seat of a T33 on a 
single-ship weather flight. We were in considerable turbu- 
lence at altitude and | was bending over to tune in the radio 
compass; when I sat up straight | became extremely dizzy 
and disoriented. I looked at the instruments to see what was 
going on and could not believe them. | am convinced that 
1 couldn't have “hacked” it if the other pilot hadn't been 
there. 

BL. Torat nouns: 700. Jer nouns: 400. Recent. 
FS6D.—On a GCI after completing a turn to proper heading 
I tried to visually make contact with another aircraft and 
upon looking back at the instruments | thought | was upside 
down in a slight dive, at first glance at attitude gyro. I 
started to roll the aircraft but stopped to recheck gauges. 
Aircraft was actually in normal attitude in a slight climb. 1 
felt that I needed more instrument practice. 

nouns: 2.600. Jer nouns: 300. Jer 
Tyre oF UNKNOWN.—I was leading an 
element in a night formation flight. | had only a few hours 
in jets. | got into a diving turn to the left after looking at 
my right wingman. | recovered by having my right wing 
pilot monitor me and talk me into believing my instruments. 
I recovered at approximately 1.400 ft. 


This factor of head movement under instrument 
flight conditions and particularly during a procedu- 
ral turn has been implicated in a series of fatal 
accidents. Head movements were related to the 
timing of a change in radio frequency which neces- 
sitated turning the head down and to the right 
in order to see the radio console. In addition, the 
pilot had to shift control of the stick from the 
right to the left hand in order to turn the radio 
control with the right hand. The mechanism of pro- 
ducing disorientation in this circumstance may 
Coriolis acceleration, possibly combined with mis- 
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control from the head and hand movements. This 
results in an unusual attitude which may start a 
chain reaction leading to severe disorientation and 
a flight attitude difficult to correct. This is critical 
if it occurs at a low altitude. Action has been taken 
to correct the inadequacy of cockpit design which 
imposed this undesirable and hazardous require- 
ment for head movement and control shift during 
critical phases of instrument flight. Following is an 
example of an accident of this type: 


Two sup (FS6F) IFR TRAINING FORMATION FLIGHT. 
Duration or 1:40. Liewr. GY, no. 2, ann Carr. 
FY, Leapen.—Mission included combat formation 
practice, exercise of combined fixer net, ADF letdown with 
GCA pickup and low approach to be accomplished by Lieut. 
GY. Capt. FY was then to resume lead when first approach 
was completed and fly a closed-pattern GCA ending in a 
full-stop landing. Weather 900 broken, 1,700 overcast, 4 
miles visibility with ground fog. 

Flight proceeded as briefed. Leveled off at 21,000 ft. 
after training exercise and with Lieut. GY in lead started 
letdown. Letdown normal, heading 020 degrees, dive brakes 
out, airspeed 300 knots, 78 rpm. At 12,500 ft. the de- 
scending penetration turn was started, approach control 
advised, and contact made with GCA. Clouds entered at 
6,500 ft. while in penetration turn. Flight rolled out on in- 
bound heading 240 degrees at 3,000 ft., retracting speed 
brakes. Shortly after level off Capt. FY experienced com- 
pression stall and tailpipe over temperature, could only get 
75% power. Called Lieut. GY, who was in lead, to reduce 
his power. This was done. Normal GCA control continued, 
with Lieut. GY acknowledging normally. When 10 miles 
out and still at 3,000 ft. a correction from 230 to 240 de- 
grees was given just before switching over to new channel 
for GCA final control. Both aircraft had gear down for 
landing. Lieut. GY acknowledged change to 240 degrees but 
no longer communicated and gave no communication over 
the final control channel whatever. Capt. FY was having 
increasing difficulty and declared an emergency and advised 
Lieut. GY that he was going straight in for full stop and 
for Lieut. GY to execute emergency procedure (climb 
straight ahead to 3,500 ft. and re-home on beacon). Lieut. 
GY did not acknowledge this transmission; Capt. FY con- 
tinued inbound, unable to hold altitude (was dangerously 
low) and broke out of overcast near airbase. Executed 
emergency VFR approach and landed. He had lost sight of 
Lieut. GY just before final GCA control switch. A witness 
on ground observed Lieut. GY's aircraft break out of over- 
cast in an inverted position with nose down 20 degrees at 
900-ft. altitude. Gear down and dive brakes extended, at 
estimated speed of 200 knots. The aircraft rolled out of in- 
verted position to left but “dished out” into a diving attitude 
of 55 degrees. In roll-out aircraft lost 500 to 600 ft., air- 
speed built up, power was applied, and nose rose in pull-out. 
Aircraft mushed in descending flight and struck ground in 
10-to-15-degree nose-high attitude with wings wobbling as 
in a high-speed stall. Aircraft exploded and disintegrated. 


The near recovery of the pilot after emerging 
from the cloud indicates that he was in full control 
of his faculties once he was able to reorient himself 
by contact flying. However, his altitude was too 
low to permit recovery from his unusual attitude 
in a high-performance aircraft. 

Disorientation During Transition Training.—Some 
of the most serious disorientation experiences occur 
during early transition training in jet aircraft. Many 
of these pilots are unable to describe exactly how 
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or why the disorientation occurred; this may be 
a reflection of inexperience resulting in more com- 
plex disorientation reactions involving interplay of 
the labyrinth, other proprioceptors, and central 
integrative functions, possibly with an overlay of 
mental anxiety. Some examples of this follow: 


Puor AG. nouns: 2,500. Jer nouns: 400. Eancy 
yer TRANSITION. T33.—I was in a hooded flight in a T33 and 
had an episode of severe confusion resulting in a tendency 
to roll over on my back. I couldn't overcome this tendency 
and had to turn the controls over to the pilot in the front 
cockpit. 

Puor A. Tora. nouns: 500. Jer nouns: 300. Eanty 
TRANSITION. T33.—On my first weather flight in a 133, I 
was flying no. 2 on a penetration turn. I had a feeling of 
being upside down and pulling toward the ground. We were 
making a turn to the right—about 30 degree bank—and | 
looked away from the lead aircraft to the altimeter. I then 
felt very disoriented. Fortunately we shortly broke out of 
the overcast and I recovered normal sensations on contact. 

Prror D. nouns: 650. Jer nouns: 200. per 
TRAINING. T33.—My most severe incident of vertigo occurred 
in a training mission. | was in a four-ship formation on a 
letdown in weather. | was in no. 2 position and had great 
difficulty in staying in formation. | felt that we were doing 
a formation slow roll. The members of this flight had no 
previous experience in weather formation flying and this 
first practice session on letdowns resulted in vertigo of all 
pilots in the formation. The formation broke up and one 
pilot crashed fatally. 


Disorientation due to Transition of Frame of 
Refercnce.—Inexperience is not a criterion for dis- 
orientation susceptibility. Serious disorientation 
incidents occur among our most experienced pilots; 
however, they are usually able to recover provided 
sufficient time is available. It is apparent that the 
Hight condition most liable to produce disorienta- 
tion in experienced pilots is weather formation fly- 
ing. The time required to transition from one frame 
of reference (lead aircraft) to another (instru- 
ments) is a critical factor in this instance which 
may determine recovery or nonrecovery. Some 
examples of this type of disorientation follow: 


M. Torar nouns: 2,600, Jer nouns: 1,780. Recent 
mwciwweNnt. F86.—Flying wing in formation flight day weather, 
IFR letdown. During penetration we made a teardrop turn 
and I felt we were in a 90-degree bank. I didn't break 
formation but it was very difficult to control my sensations. 
My formation flying ability was seriously affected and I felt 
it would be safer to break off and go on the gauges. The 
feeling became more and more severe and when we leveled 
out I did not feel that we were level. I didn't recover from 
the sensation until we broke into the clear. 

Puor O. Torat nouns: 2,200. Jer nouns: 300. Type oF 
AIRCRAFT UNKNOWN.—Two of the most severe vertigo reac- 
tions | have had occurred while flying formation in weather. 
In the first incident several years ago I felt that the plane 
was upside down and lost control of the aircraft, broke 
formation, and went into a spin. | did an instrument recov- 
ery in the overcast. Recently while flying wing I felt 1 was 
in a turn to the right during a left turn. It was very difficult 
to control but | maintained formation. You have to relax 
and cross-check your own instruments. I never have any 
trouble on the gauges alone. 

Pucor J. Tora nouns: 1,800. Jer nouns: 900. Tine nov 
neconpep. FS6.—1 became disoriented while descending 
through clouds in formation. | was on the wing and had to 
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break formation. | lost control of the aircraft during transi- 
tion to instruments and went into a split S. 1 pulled 84 g's 
and the altimeter read 200 ft. just before I blacked out in 
the pull-up. 

Torat nouns: 450. Jer nouns: 150. Tite Nor 
RECORDED. AIRCRAFT TYPE NOT INDICATED.—I have frequent 
vertigo. The worst experience occurred in a day formation 
flight when we unexpectedly ran into marginal weather with 
poor visibility. We were at low altitude and very erratic 
flight occurred and I nearly spun in. A four-ship formation 
behind our flight crashed into a mountain. My difficulty 
probably resulted from trying to fly both VFR and IFR in 
IFR conditions. 

Puor AH. Exrenence vor reconven. Recent. FS6.— 
In transitioning from wing to the gauges I am frequently 
completely confused and have great difficulty in focusing on 
the instruments. One time I lost 10,000 ft. while transition- 
ing from formation to instruments. 

Puor Al. Tora nouns: 540. Jer nouns: 340. Recent 
incrpEeNT. FS6.—Most recent case of vertigo was last month 
in formation flight in weather. It resulted from day fighting 
over an overcast and I went into overcast in a stalled con- 
dition. | had great difficulty transitioning to my instruments. 
I was able to get partially on the instruments to the extent 
of turning on the slave gyro and radio compass, but I 
realized the unusual attitude too late and didn’t recover on 
instruments. | broke out in a vertical dive and fortunately 
had enough altitude to recover contact. 


Disorientation due to Kinesthetic Feed-back.— 
While it has been stated that the labyrinthine 
system is primarily responsible for illusions of 
attitude and motion, the possible reinforcing or 
confounding role of other proprioceptors cannot be 
disregarded. Proof of this component is demon- 
strated in the following example, which is indica- 
tive of the possible disorienting influence of 
kinesthetic feed-back: 


BQ. nouns: 1,100. Jer nouns: 550. Recent 
incipentT. FS6F.—I was in a day weather formation flying 
wing. During the flight | had sensations of being in turns 
and steep climbs when straight and level. One of the most 
confusing sensations on this flight resulted when I closed 
the speed brakes without retrimming. As a result of a lot of 
stick pressure | had a sensation of pulling up into a climb. 
| realized I hadn't trimmed and when I did so the odd 
sensation of a climb disappeared. 


Disorientation due to Vegetative Effects of 
Vestibular Stimulation.—Most experienced pilots are 
acclimated or habituated to the vegetative effects 
of vestibular stimulation and do not frequently 
mention symptoms relating to such effects. These 
symptoms are very common in early training and 
probably do occur among experienced pilots on 
occasion and more frequently than admitted. An 
example of an occurrence of this type in an ex- 
perienced jet pilot follows: 

Pucor BN. Tora nouns: 1,250. Jer nouns: 520. Recent. 
F86D.—Flying single ship in day weather. Clouds were in 
layers with approximately 6,000 ft. between layers. In break- 
ing out between layers I became disoriented, with a sensa- 
tion of skidding and not flying straight and level. The effect 
was nauseating. After making a climbing 180-degree turn to 
the left I had a sensation of skid to the right which lasted 
one and a half minutes. 
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It is quite possible that some of the central 
vegetative and emotional effects of disorientation 
may be of outstanding importance with respect to 
incapacitation of the pilot both physiologically and 
psychologically. For example, many cases of bizarre 
reactions occur in flight involving such symptoms 
as weakness, dizziness, visual symptoms, and 
clouding of consciousness. These reactions are 
sometimes associated with air-to-air gunnery train- 
ing missions and with flving in severe weather. 

It is known that labyrinthine stimulation can 
produce hyperventilation reactions and vasodepres- 
sor responses which may possibly incapacitate the 
pilot, particularly when positive g forces are super- 
imposed. Further, severe mental stress is frequently 
produced by the flight condition associated with 
disorientation as well as by the psychological con- 
flicts of disorientation itself. This combined stress 
may cause acute anxiety reactions which adversely 
affect judgment and performance. For example, a 
recent accident occurred in which severe disorien- 
tation was responsible for the pilot's misreading of 
his altimeter with an error of 10,000 ft. Believing 
that he had insufficient altitude for recovery, the 
pilot ejected from the aircraft. When he emerged 
from the clouds in his parachute he was still 6,000 
ft. above the terrain. Other errors under similar 
circumstances can readily result in inappropriate 


procedures which may end fatally. 


Frequency of Disorientation Experiences 

From the foregoing discussion it is apparent that 
spatial disorientation can present a real problem 
even among experienced pilots. One may wonder 
about the frequency of serious disorientation ex- 
periences among pilots and the general attitude of 
experienced pilots regarding “pilot's vertigo” as a 
significant problem in operational flying. A recent 
study * in which 685 pilots from operational units 
were surveyed by questionnaire and interview re- 
vealed that spatial disorientation occurs at one time 
or another among all pilots. While the incidence of 
disorientation appears to be highest among student 
pilots during training, many experienced pilots 
have stated that their first encounter with a serious 
disorientation incident occurred after entering 
operational flying. The apparent reason for this is 
that many pilots entering operational units for the 
first time are not fully prepared for operational 
fiving conditions imposed by all-weather combat 
requirements. 

Of the 685 pilots studied, 508 indicated mild 
“vertigo” experiences not interfering with pilot 
effectiveness, 145 indicated moderate vertigo ex- 
periences which adversely affected control of the 
aircraft, and 32 indicated serious vertigo experi- 
ences which resulted in loss of control of the air- 
craft and severe mental stress. Severe vertigo 
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were approximately five times more 


experiences 
_— among jet pilots than among non-jet 


pilots. 

When pilots were permitted to record their ex- 
periences without reference to specific types of 
spatial disorientation it was found that almost 100% 
of recorded disorientation incidents were of the 
“attitude and motion” type. Visual illusions, auto- 
kinesis, geographical disorientation, and hypnogenic 
states were rarely recorded. It was found that most 
pilots feel that day weather formation flying is the 
flight condition most likely to produce serious dis- 
orientation. 


Role of Pilot Experience and Other Factors 


In general, it is the feeling of most operational 
pilots that spatial disorientation is not a serious 
problem and that proper instrument flight training 
and adequate practice will permit them to cope 
with almost any eventuality. This may be true in 
essence, but it is difficult to determine when in- 
strument flight training has afforded all of the 
necessary training for all pilots and for all condi- 
tions of flight. It is also difficult to determine how 
much practice, under what conditions, is adequate. 
One suspects that part of the complacency regard- 
ing this problem stems, to some degree, from the 
“it can't happen to me” philosophy so common 
among those who engage in hazardous occupations. 
When confronted with the fact that disorientation 
incidents do frequently occur and that some of 
these apparently result in fatal accidents, the aver- 
age pilot will usually shrug his shoulders in a man- 
ner of saying that these things do happen and it is 
usually assumed that vertigo accidents are due to 
inexperience or that “something went wrong.” 

Review of fatal vertigo accidents gives a great 
deal of credence to the concept that inexperience 
with regard to a particular aircraft and a specific 
flight condition is frequently involved. It is also 
known that some disorientation accidents occur 
among pilots who are exposed to a difficult flight 
condition after a period of little activity under 
instrument flight conditions, usually due to lack of 
opportunity. There is also the possibility that some- 
thing can “go wrong,” as, for example, failure of 
flight instruments. However, there is also the dis- 
tinct possibility that even among experienced pilots 
and with nothing “going wrong” there may occur 
unusual and overwhelming vertigo experiences. 
These may be totally new and unexpected and 
cannot be adequately dealt with under existing 
instrument and cockpit design limitations when 
combined with the pilot-performance demands of 
present high-performance aircraft. The accidents 
which occur after radio channel changes, involving 
head movements and the Coriolis effect, probably 
fall into this category. Also, accidents following a 
transition from wing formation reference to instru- 
ment reference under severe weather conditions 
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appear to belong to this group. A related situation 
exists when a pilot attempts to derive his orienta- 
tion cues from two frames of reference simultane- 
ously. Additional factors which may be involved in 
vertigo accidents include the possibilities of poor 
physical and mental status of the pilot, hypoxia, 
hyperventilation, effects of toxic agents, hypoglyce- 
mia, and fatigue. 


Role of Sensitivity of Labyrinthine System 

Many attempts have been made to determine 
whether some inherent characteristic of the indi- 
vidual is responsible for his susceptibility or non- 
susceptibility to spatial disorientation. Most of 
these attempts have concentrated on studies of the 
sensitivity of the labyrinthine system. 

In the study cited above,’ 30 pilots not suscep- 
tible to vertigo and 30 susceptible pilots were 
selected at random on a basis of recorded vertigo 
experiences. These two groups and a group of con- 
trols were subjected to a series of modified Barany 
tests, including a Coriolis acceleration test, in order 
to determine relative susceptibility to labvrfnthine 
stimulation. It was determined that no significant 
correlation exists between labyrinthine sensitivity as 
determined by after-nystagmus time and suscepti- 
bility to spatial disorientation as determined in the 
questionnaire and interview survey. More recent 
work“ indicates that more refined techniques of 
cupulometry may reveal significant differences be- 
tween the groups studied. 

Some significance may be attached to the fact 
that the autonomic effects, including fall in blood 
pressure, pallor, sweating, and nausea, produced by 
these labvrinth sensitivity studies were more severe 
and more frequent in the susceptible than in the 
nonsusceptible group. Apparently there is better 
central acclimatization to the effects of labyrinthine 
stimulation in some individuals than in others. This 
could be an important factor in pilot selection; 
however, there is no valid evidence at present 
which would indicate a means of developing a 
reliable selection procedure for the separation of 
persons susceptible to vertigo from those not sus- 


ceptible 
Comment 

The ability to maintain spatial orientation in 
flight under conditions which tend to promote 
disorientation is an acquired characteristic. Indoc- 
trination, training, and practice are, therefore, basic 
requirements which cannot be circumvented or 
shortchanged. 

Pilot indoctrination regarding the mechanisms by 
which spatial disorientation occurs is usually con- 
sidered adequate in existing programs, and little 
difficulty is experienced in convincing the pilot that 
labyrinthine and other proprioceptive sensations 
are totally unreliable. All pilots, at the conscious 
level, fully accept the concept that vision is the 
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only sense which can be relied upon regardless of 
the frame of reference, be it the earth, another air- 
craft, or flight instruments. They know that it is 
normal to have false sensations which must be ig- 
nored. In spite of this generally accepted concept, 
severe disorientation and resulting accidents con- 
tinue to occur. It is possible that all pilots are not 
as completely convinced of the unreliability of 
labyrinthine sensations as they indicate. It has been 
noted that after the demonstration of motion-re- 
versal sensations on the Barany chair for the first 
time, experienced pilots frequently express amaze- 
ment. Perhaps there is an indication for a more 
forceful and comprehensive indoctrination effort. 

With regard to training and practice, it is highly 
probable that existing programs do not meet the 
requirement of assuring that all pilots receive all 
of the necessary training and practice required 
individually to assure peak proficiency in precision 
instrument flying. It is not suggested that this ideal 
can be attained; however, there is the probability 
that training and flving proficiency programs may 
not have kept pace with the sometimes staggering 
human performance requirements imposed by the 
operation of extremely high performance aircraft 
under adverse weather and complex tactical flight 
conditions. 

Finally, there remains the question of whether 
existing flight-instrument design and cockpit layout 
adequately support the pilot in the performance of 
his task. A modern, single-place aircraft may con- 
tain as many as 200 dials, switches, and controls. 
During instrument flight several instruments must 
be consulted and discrete data must be repeatedly 
correlated through a cross-checking and scanning 
technique. This information must be centrally inte- 
grated and utilized in making appropriate motor 
responses. These perceptual, integrative, and motor 
functions are encumbered by the critically com- 
pressed time factor of high-performance flight 
combined with multiple in-flight stresses. It is there- 
fore highly probable that the saturation point of 
the pilot's mental faculties is frequently exceeded. 
This may result in rejection of the instrument infor- 
mation and make the pilot more susceptible to 
disorienting sensations. There is little doubt that 
improved presentation of flight data for the pilot 
will become a more pressing requirement with the 
increasing progress being made in stepping up the 
performance of both civilian and military aircraft. 

It is obvious that the problem of spatial disorien- 
tation is a complex one and touches upon nu- 
merous facets of human functions, aircraft design, 
and flight operations. Since the basic factor 
involved in the production of disorientation is a 
normal physiological response to the unavoidable 
accelerations of flight there is little one can do to 
eliminate the cause. It is therefore essential to 
consider all associated factors relating to the prob- 
lem and exert increased effort to deal appropriately 
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with all those which contribute to the establishment 
of spatial disorientation as a hazard of flight. In- 
creased effort is particularly indicated in the areas 
of pilot indoctrination, training, and proficiency 
fiving as well as in flight-instrument design and 
cockpit standardization. More vigorous application 
of close aircrew surveillance by the flight surgeon to 
assure maximum mental and physical fitness for 
flight among all pilots is essential. If this increase 
in effort prevents one fatal crash due to spatial 
disorientation, and there is little doubt that it will, 
then the cost of such effort will have been paid 


many times over. 


Summary 

Spatial disorientation is a significant flight safety 
problem. It can occur in any pilot, regardless of 
experience level. It results primarily from the effects 
of false sensations mediated through various com- 
ponents of man’s proprioceptive system. The false 
sensations most frequently producing spatial dis- 
orientation are the illusions of attitude and motion 
primarily produced by stimulation of the nonaudi- 
tory labyrinth by the various accelerations of 
flight. Little correlation exists between the sensi- 
tivity of the nonauditory labyrinth ( Barany test ) 
and susceptibility or nonsusceptibility to spatial dis- 
orientation. Many factors impinge upon the central 
core of spatial disorientation which are of great 
significance in establishing this condition as a haz- 
ard to flight. There is need for increased eflort in 
certain fields to reduce the importance of spatial 
disorientation as a flying safety problem. 


References 


1. Jones, 1. HL, and Fisher, L.: Equilibrium and Vertigo, 
Philadelphia, J. B. Lippincott Company, 1915. 

2. Nuttall, J. B., and Sanford, W. G.: Spatial Disorienta- 
tion in Operational Flying, publication M-27-56, U. S. Air 
Force Directorate of Flight Safety Research, Sept., 1956. 

3. Coequyt, P. P.: Accidents—Are Hlusions a Cause? Avia- 
tion Age. 099834-39 ( Jan.) 1955. 

4. Graybiel, A., and Hupp, D. L: Oculo-gyral Mlusion: 
Form of Apparent Motion Which May Be Observed Fol- 
lowing Stimulation of Semicircular Canals, J. Aviation Med. 
8733-27 (Feb.) 1946. Graybiel, A.;: Oculogravie Mlusion, 
A. M. A. Arch. Ophth. 483605-615 ( Nov.) 1952. 

5. Lansberg, M. P.: On Origin of Unpleasant Sensations 
Elicited by Head Movements During After-Sensations, 
Acromedica Acta 4367-72, 1955. 

6. Mann, C. W., and Canella, C. J.: Examination of Tech- 
nique of Cupulometry, U. S. Naval School of Aviation 
Medicine Joint Project Report No. 42, The Tulane Univer- 
sity of Louisiana under contract NONR-475-05, Office of 
Naval Research Project Designation No. NR 142-455, and 
U. S. Naval School of Aviation Medicine, the Bureau of 
Medicine and Surgery Project NM 001 110 500, Depart- 
ment of the Navy, May, 1956. Van Egmond, A. A. J.; Groen, 
J. J. and Jongkees, L. B. W.: Function of Vestibular Organ, 
Pract. oto-rhino-laryng. (supp. 2) 1433-109, 1952. 


V 
19: 


Vol. 166, No. 5 


METHOD OF RADIOLOGIC DIAGNOSIS OF CONGENITAL 
HEART DISEASE IN CHILDREN 


Richard G. Lester, M.D., Eugene Gedgaudas, M.D. 
and 
Leo G. Rigler, M.D., Minneapolis 


The importance of precise diagnosis of congenital 
heart lesions has been brought into focus since 
surgical correction for many of these lesions has 
become a reality. Some cardiac lesions that can be 
corrected are coarctation of the aorta, patent duc- 
tus arteriosus, interatrial septal defect, interven- 
tricular septal defect, atrioventricularis communis, 
pulmonic stenosis, total anomalous pulmonary 
venous return, tetralogy of Fallot, partial anomal- 
ous pulmonary venous return, aortic ring, cardiac 
tumors, aortic-pulmonic window, and congenital 
ventricular aneurysms. Cardiac lesions that can be 
ameliorated are tricuspid atresia, aortic stenosis, 
and mitral stenosis. Surgical procedures are being 
developed which may lead to improvement in 
transposition of the great vessels and in single 
ventricle and mitral regurgitation. 

Roentgenologic evaluation of congenital heart 
lesions is the most important single tool available. 
However, this field has been considered in the past 
a particularly difficult and even exasperating area 
because of the multiplicity of diagnostic possibili- 
ties and the lack of pathognomonic signs. The pur- 
pose of this paper is to suggest a method of analysis 
of the fluoroscopic and radiographic findings. This 
approach is based on the roentgenologic manifes- 
tations of the pathological anatomy and physiology 
and is an attempt to relate the pathology to the 
films. The emphasis in this paper will be on the 
conventional roentgenologic examination and _utili- 
zation of the tools available to all radiologists. 
However, we shall indicate the place of special 
techniques such as angiocardiography, retrograde 
aortography, selective cineangiocardiography, and 
cardiac catheterization. It should be emphasized at 
this point that, in the diagnosis of heart disease in 
children, it is essential to correlate carefully the 
objective roentgenologic findings with those ob- 
tained by history, physical examination, and eclec- 
trocardiography. As Gasul' stated in a recent ar- 
ticle in Tue Journac: “All that is usually necessary 
in order to arrive at the clinical diagnosis is to cor- 
relate the history, physical, fluoroscopic, roentgen- 
ologic, and electrocardiographic findings.” 
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creased. The first class, marked by increased 
pulmonary vascularity, is the largest; it in- 
cludes interventricular and interatrial septal 
defects, the most frequent congenital heart 
lesions. The second largest class, marked by 
decreased pulmonary vascularity, includes 
another frequently seen lesion, the tetralogy 
of Fallot. The third class, with normal pul- 
monary vascularity, includes such lesions as 
coarctation of the aorta. Conventional films 
and fluoroscopy may need to be supple- 
mented by retrograde aortography and an- 
giocardiography; in addition, roentgeno- 
graphic findings during heart catheterization 
often give valuable diagnostic clues. Analysis 
of the roentgenologic features of a case, ob- 
tained by conventional x-ray examination 
without contrast, considered along with the 
simple clinical data, will generally yield a 


Classification 

The usual clinical classification of heart disease 
is into acquired and congenital types and, within 
the congenital variety, into cyanotic and acyanotic 
groups. The acyanotic types are left-to-right shunts, 
left-sided and right-sided stenotic lesions, myo- 
cardial lesions, and acquired lesions; the cyanotic 
types are right-to-left shunts and admixture lesions. 

The advantage of this division into cyanotic and 
acvanotic types is that it separates the patients into 
great physiological groups. Clinical cyanosis indi- 
cates systemic oxygen desaturation. However, there 
are several disadvantages to this classification from 
the clinical and particularly from the radiologic 
point of view. First, not all the patients with per- 
ipheral desaturation are clinically cyanotic. Five 
grams per 100 cc. of desaturated blood must be 
present in the peripheral circulation before the pa- 
tient is visibly cyanotic. Second, some patients with 
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The systematic application of roentgeno- 

logic criteria here proposed permits the ob- 

jective classification of patients with con- 

genital heart disease. The basic criterion is 

the degree of pulmonary arterial vascularity, 

which may be increased, normal, or de- 

working diagnosis. 
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acyanotic heart disease may be cyanotic as a result 
of failures or other mechanisms. In a series of 30 
infants under the age of one year with severe co- 
arctation of the aorta, over half had a history of 
cyanosis.” Finally, cyanosis is not a_ radiologic 
criterion, and in many cases one cannot be certain 
as to the presence or absence of cyanosis when he 
is fuoroscoping or viewing films. 

Consequently, a classification has been devised 
that permits an objective division into three groups 
on the basis of roentgenologic criteria. Left-to-right 
shunts and admixture lesions are found in patients 
with increased pulmonary vascularity; left-sided 
and right-sided stenotic lesions, myocardial lesions, 
and acquired lesions are found in patients with 
normal pulmonary vascularity; and right-to-left 
shunts are found in patients with decreased pul- 
monary vascularity, 


Incidence of Common Congenital Heart Lesions (1.283 Cases)* 


Type of Lesion Incidence, 
Increased pulmonary vascularity 
Canalis atrioventriculari« communis ....... ‘ 
Trunevus arteriosus 
Normal pulmonary vascularity 
(oaretation of sorta 
Pulssamle etemania |. 4 


Decreased pulmonary vasenlarity 


AN other eae 1s 


* Abetracted from Caenl' Pereentawes <hewn here have relative 
sivnifieance only 


Thus, patients with congenital heart disease are 
divided into groups according to the pulmonary 
arterial vasculature, that is, increased, normal, and 
decreased pulmonary arteries. This classification, 
too, is based on an important physiological differ- 
entiation, namely, the blood flow through the pul- 
monary vascular circuit. All patients with decreased 
pulmonary vasculature are peripherally desaturated 
and are in the cyanotic group. All the patients in 
this group have shunts from the right side of the 
heart into the systemic circulation. Tetralogy of 
Fallot, tricuspid atresia, trilogy of Fallot, “pseudo- 
truncus arteriosus,” primary pulmonary hyperten- 
sion with patent foramen ovale, and downward 
displacement of the tricuspid valve ( Ebstein's dis- 
ease) with interauricular septal defect are among 
the lesions that occur in this group. 

All patients with normal pulmonary vasculature 
have full saturation and are in the acyanotic group. 
There is no appreciable shunt of blood from one 
circuit to another in this group. Lesions that may be 
found in these patients are coarctation of the aorta; 
aortic stenosis; congenital mitral stenosis; cor tria- 
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triatum; pure pulmonic stenosis, aortic ring; heredi- 
tary sclerosis, spinal form (Friedreich's ataxia); pro- 
gressive spastic paraplegia resulting from hereditary 
syphilis (Marfan’s disease); congenital ventricular 
aneurysm; anomalous origin of the left coronary 
artery; glycogenosis (von Gierke’s disease ); cardiac 
tumor; hypertensive heart disease; metabolic heart 
disease; and rheumatic heart disease. 

Within the group of patients with increased pul- 
monary vasculature there is a subdivision of sig- 
nificance from the point of view of differential diag- 
nosis. In one subgroup, by far the largest, the pa- 
tients have increased pulmonary vasculature as a 
result of an intracardiac or extracardiac left-to-right 
shunt. In this group there is no peripheral desatu- 
ration and no cyanosis. Interatrial septal defect, in- 
terventricular septal defect, atrioventricularis com- 
munis, patent ductus arteriosus, partial anomalous 
pulmonary venous return, aortic-pulmonic window, 
ruptured sinus of Valsalva, corrected transposition 
with left-to-right shunt, and atrial septal defect 
with mitral stenosis and dilation of pulmonary ar- 
tery (Lutembacher’s syndrome) may be found in 
these patients in this subgroup. 

The second subgroup is made up of patients with 
lesions where oxygenated and deoxygenated blood 
are mixed together, the resultant blood going to both 
the systemic and the pulmonary circuits. In truncus 
arteriosus, for example, blood from both the lett 
and the right ventricles is ejected into a common 
trunk vessel before passing into either the pulmon- 
ary artery or the aorta distal to this point. The 
lesions found in this subgroup are transposition of 
the great vessels; truncus arteriosus; single ven- 
tricle; cor biloculare; pulmonic stenosis and non- 
functioning right ventricle, with both mitral and 
aortic insufficiency (Taussig-Bing syndrome); total 
anomalous pulmonary venous return; and tricuspid 
atresia with transposition of the great vessels. 

In a third subgroup, also demonstrating increased 
pulmonary vasculature and with desaturation or 
cyanosis, there is a right-to-left shunt of blood on 
the basis of pulmonary hypertension. The lesions 
found in this subgroup are reversing patent ductus 
arteriosus and the Eisenmenger complex. 

A classification of lesions in this manner is of 
great help in considering the differential diagnosis 
of heart lesions in children. However, there may 
still appear to be a bewildering number of diagnos- 
tic possibilities. Gasul,’ for example, in a series of 
approximately 1,300 patients, listed 41 different 
entities, and a considerable number of additional 
entities have been described. Fortunately, only 
relatively few diagnoses occur with any frequency. 

Reference to the table shows that approximately 
50% of all congenital heart disease in children is 
made up by the four common left-to-right shunts. 
Transposition of the great vessels and truncus ar- 
teriosus are the two most common admixture le- 
sions. In the group with decreased pulmonary vas- 
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culature, only tetralogy of Fallot and_ tricuspid 
atresia occur with frequency. Note that tetralogy 
by itself makes up about 12% of all congenital heart 
disease and is by far the most common cyanotic 
heart lesion. 

When one divides the lesions with normal pul- 
monary vasculature into left-sided, right-sided, and 
generalized lesions, one sees that the common left- 
sided lesions are coarctation of the aorta and aortic 
stenosis. The only common right-sided lesion is 
pulmonary stenosis, and the only common congen- 
ital generalized condition is subendocardial fibro- 
elastosis. 

Of course, the relatively rare and complex lesions 
must be recognized. However, it should be remem- 
bered that about 85% of patients will fall into 
one or another of the small groups listed in the 
table. In the case of the complex lesion more de- 
tailed studies will be necessary. 


Consideration of Specific Entities 


Lesions with Increased Pulmonary Vasculature, 
Left-to-Right Shunt.—As_ mentioned above, the 
group of patients with increased pulmonary arterial 
vasculature on the basis of left-to-right shunt makes 
up more than half of all the patients with congeni- 
tal heart disease. Within this group, the most com- 
mon is interventricular septal defect. Patients with 
this defect constitute more than 20% of all patients 
seen in the childhood age group with congenital 
heart disease. Patent ductus arteriosus makes up 
about 12% of the entire group of defects, interatrial 
septal defect about 11%, and atrioventricularis com- 
munis about 4%. All of the entities within this 
group, with the solitary exception of corrected 
transposition with left-to-right shunt, show enlarge- 
ment of the pulmonary artery segment as well as of 
the branch arteries. (In corrected transposition,’ 
the great vessels arise in abnormal fashion, the pul- 
monary artery lying medial to the ascending aorta, 
and the latter vessel arising more anteriorly than 
normal, However, the circulation is not altered in 
direction. The oxygenated blood is transported into 
the systemic circuit and the deoxygenated blood 
travels to the lungs.) The enlarged pulmonary 
artery segment helps one to differentiate this group 
from the admixture lesions in which the pulmonary 
artery segment is usually, although not invariably, 
relatively flat. 

Of the four common left-to-right lesions, patent 
ductus arteriosus may be distinguished by the rela- 
tively large aortic arch. While this may be difficult 
to appreciate in films in the childhood age group, 
fluoroscopy usually demonstrates a large, actively 
pulsating aorta. In addition, there is usually right 
ventricular enlargement, there may be left ventricu- 
lar enlargement, and there is often left atrial en- 
largement. In questionable cases either retrograde 
aortography or cardiac catheterization may clinch 
the diagnosis. 
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Children with interatrial septal defects show, in 
addition to the findings common to all the lesions in 
this group, pure right-sided enlargement of the 
heart. Even in the presence of marked cardiome- 
galy, there is no left atrial enlargement in this group 
in the childhood cases. (It should be noted, how- 
ever, that this rule does not hold true always for 
adult patients.) The aorta appears to be small. 

Patients with interventricular septal defect or 
atrioventricularis communis usually can be sepa- 
rated on radiographic observations from those with 
interatrial septal defect or patent ductus arteriosus, 
but they are difficult to separate from each other. 
In these two lesions usually one sees distinct left 
atrial enlargement and often left as well as right 
ventricular enlargement, thus separating these pa- 
tients from those with interatrial septal defect. The 
aorta appears small and inactive, thus permitting 
the differential diagnosis from patent ductus arteri- 
osus. In atrioventricularis communis, heart cathe- 
terization usually shows a shunt at the atrial level, 
thus distinguishing it from interventricular septal 
defect. Catheterization is recommended for defini- 
tive diagnosis in all cases of left-to-right shunt. It 
is usually the most precise diagnostic tool in these 
patients. 

Lesions with Increased Pulmonary Vasculature, 
Admixture.—Within the group of admixture lesions 
the most common by far is transposition of the 
great vessels. Usually, although not invariably, pa- 
tients with admixture lesions show a flat pulmonary 
artery segment despite increase in the pulmonary 
arterial vasculature. The flat pulmonary artery seg- 
ment is due to malposition of the great vessels. The 
differential diagnosis between the various lesions 
in this group by conventional roentgenography 
methods may be very difficult. Transposition in 
infants classically shows a strikingly narrowed base 
of the heart which is due in part to the altered re- 
lationship of the great vessels to one another and 
in part to the striking absence of the thymic tissue. 
Truncus arteriosus usually presents as a large vessel 
from the heart, and the pulmonary arteries may at 
times be seen to arise trom the trunk. 

Certain patients in this group demonstrate a 
large pulmonary artery segment. These include pa- 
tients with reversing patent ductus arteriosus and 
Eisenmenger complex. In these patients there is a 
right-to-left shunt through the detect present, due 
to pulmonary hypertension, but the great vessels 
are in normal position. The diagnostic procedure of 
choice in this group in most cases is angiocardiog- 
raphy. 

The Lesions with Decreased Pulmonary Vascu- 
lature.—Patients with decreased pulmonary vascu- 
lature have right-to-left-shunts and are cyanotic. 
The most common lesion in this group is tetralogy 
of Fallot, consisting of pulmonary stenosis, usually 
infundibular, a high interventricular septal defect, 
and a functionally overriding aorta. It is to be noted 
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that the aorta is in normal position anatomically, 
and apparent overriding is due to the high inter- 
ventricular septal defect in the presence of right 
ventricular enlargement. In addition to decreased 
pulmonary arterial vasculature, the pulmonary ar- 
tery is flat. The heart is of normal or nearly normal 
over-all size in about 50% of the patients, but there 
is almost always right ventricular enlargement, and 
the heart often has a boot shape, due to the en- 
larged right ventricle, small left ventricle, and con- 
cave pulmonary artery segment. In about one- 
fourth of the cases there is a right aortic arch. 

The appearance of the heart in tricuspid atresia 
often is quite similar to that seen in tetralogy. In 
our experience the flattening of the border of the 
right side of the heart as described by Taussig * 
has most often not been appreciated. In this lesion 
there is a massive right-to-left shunt at the atrial 
level because of the atretic tricuspid valve with 
resultant enlargement of right atrium, left atrium, 
and left ventricle. In the presence of an associated 
interventricular septal defect, there is a small, func- 
tioning right ventricle. When the left-to-right shunt 
occurs through a patent ductus arteriosus, the right 
ventricle is rudimentary. 

Another, considerably less common, lesion is tril- 
ogy of Fallot. It consists of interatrial septal defect 
and pulmonary stenosis, usually valvular, with a 
resultant right-to-left shunt at the atrial level. 
Cardiomegaly is usually marked. The pulmonary 
artery segment is not concave (as seen in tetralogy ) 
but is usually mildly convex. Frequently, there is 
left atrial enlargement. The aorta is not strikingly 
enlarged as a rule, and a right aortic arch is rarely 
seen in this lesion. At times it may be impossible 
to distinguish this disease from tetralogy on con- 
ventional films, but angiocardiography will show 
the right-to-left shunt at the atrial level. The pro- 
cedure of choice in patients within this group is 
angiocardiography. 

Lesions with Normal Pulmonary Vasculature.— 
The most common lesion in the group without ab- 
normality of the pulmonary arterial vasculature is 
coarctation of the aorta. In infants in difficulty as a 
result of this disease, left ventricular and left atrial 
enlargement is seen. In the first few years of life 
the characteristic signs—rib notching, poststenotic 
dilatation of the aorta, and dilatation and expansile 
pulsations of the brachiocephalic vessels—are often 
not present. Retrograde aortography is the radio- 
graphic procedure of choice for precise delineation 
of this lesion. In some cases there may be an asso- 
ciated patent ductus arteriosus or interventricular 
septal defect. In these patients increased pulmonary 
arterial vasculature is seen. Occasional 
a patent ductus arteriosus distal to the site of coare- 
tation show right-sided enlargement. 

Subendocardial fibroelastosis ents radio- 
graphic findings indistinguishable from coarctation 
in the infant age group. However, retrograde aor- 
tography shows a normal aorta in these patients. 


J.A.M.A., Feb. 1, 1958 


Isolated valvular pulmonic stenosis characteristi- 
cally shows right ventricular en and 
marked poststenotic dilatation of the undivided 
pulmonary artery. While it is true that in the late 
stages of this disease there may be relative or even 
absolute decrease in the size of peripheral pul- 
monary arterial vessels, it is important to remem- 
ber that in most cases the pulmonary vasculature in 
this disease is normal. Usually, when the cardiac 
picture described is seen with an absolute decrease 
in peripheral pulmonary vasculature, there is a 
complicating interatrial septal defect with right-to- 
left shunt in addition to pulmonary stenosis ( tril- 
ogy of Fallot). 


Special Procedures 


It must be recognized that, although it is pos- 
sible to arrive at a working clinical diagnosis in 
most patients with congenital heart disease on the 
basis of conventional films, fluoroscopy, and other 
methods of clinical evaluation, the roentgenologic 
evidence is largely inferential. The most important 
facet of this is the pulmonary vasculature. Cham- 
ber enlargement may be assessed in part on the 
basis of contours in various projections, although 
there are distinct risks to this, especially in certain 
conditions. (For example, in tricuspid atresia, with 
marked left-sided enlargement, the appearance may 
be indistinguishable from that seen in tetralogy of 
Fallot, where marked right ventricular enlargement 
is present.) The status of the great vessels may 
often also be gauged by contour as well. However, 
for the precise delineation of the internal anatomy 
and physiology of the heart, the great vessels, and 
the other pertinent vessels in congenital heart dis- 
ease, certain special procedures must be used. 

Retrograde aortography is of great value in ex- 
tracardiac conditions, particularly in coarctation of 
the aorta, patent ductus arteriosus, and aortic pul- 
monic window. This procedure is usually per- 
formed in the steep left anterior oblique projection. 
Where biplane equipment is available, lateral and 
anteroposterior projections may be used. Injection 
may be made into the brachial artery, or in certain 
cases a catheter may be passed into the arch or as- 
cending portion of the thoracic aorta and a rapid in- 
jection made through this. It is essential that a 
number of films be exposed rapidly over a short 
period of time. In our studies we have usually used 
35% iodopyracet (Diodrast) as the opaque mate- 
rial. Recently in selected cases we have used Ren- 
ografin 76% solution (a mixture of the sodium and 
methylglucamine salts of diatrizoate). A small but 
distinct risk is inherent in this procedure, and, 
where the diagnosis by simpler methods is defini- 
tive, its use should not be undertaken. 

In patients with right-to-left shunts, either on the 
basis of pulmonic stenosis or pulmonary hyperten- 
sion, and in admixture lesions, angiocardiography 
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is the roentgenographic procedure of choice for 
definitive diagnosis. It must be emphasized that 
no one projection can be expected to give the most 
information in all patients. The position chosen 
must depend on the suspected diagnosis. For ex- 
ample, in tetralogy a slight right anterior oblique 
will demonstrate the outflow tract of the right ven- 
tricle in detail and will indicate the presence of in- 
fundibular or valvular stenosis, whereas in the 
steep left anterior oblique projection the right out- 
flow tract may be hidden by the root of the aorta 
which opacifies simultaneously in this disease. In 
transposition, however, the steep left anterior ob- 
lique or lateral projection will more adequately 
demonstrate the malposition of the great vessels. 

Angiocardiography may be of value in selected 
cases in groups other than those meuationed above. 
It must be emphasized that, even in patients within 
the groups mentioned, certain ones will not benefit 
from angiocardiography. In very mild right-to-left 
shunts (such as in patients with interventricular 
septal defect and marked pulmonary hypertension 
where there is only minimal desaturation but in 
which the full-blown Eisenmenger complex has not 
been developed ) angiocardiography will be disap- 
pointing. In such a patient a sufficient bolus of 
opacified blood may not pass from right to left 
ventricle. Discretion in the selection of patients for 
this procedure (which is also not entirely innocu- 
ous) must be used. Injection is usually made into 
the cephalic vein at the antecubital fossa. In infants 
the long saphenous vein at the ankle may be used. 
The opaque medium utilized in most of our pa- 
tients in the last three years has been 70% sodium 
acetrizoate (Urokon sodium). More recently 90% 
diatrizoate ( Hypaque) sodium and 76% Renogra- 
fin have been used in selected cases. Films should 
be exposed rapidly during the period of cardiac 
and great vessel flow. 

Selective angiocardiography through a catheter, 
with use of either conventional equipment or cine- 
roentgenographic apparatus, has been advocated 
in certain situations where only one or another fea- 
ture is in question. For example, the differential 
diagnosis between valvular and infundibular pul- 
monic stenosis may be brought out by this method. 
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Qualitative physiological data can often be ob- 
tained by the procedures mentioned above. The 
most precise tool for physiological study, however, 
is cardiac catheterization. While the problems of 
catheter studies lie outside the scope of radiology, 
it should be noted that roentgenologic evidence 
during heart catheterization may give invaluable 
assistance in certain situations. The abnormal posi- 
tion of the tricuspid valve in Ebstein's anomaly 
and the presence of abnormal pulmonary veins and 
of supernumerary or anomalous systemic great 
veins may be cited in this regard. The radiologist 
is, therefore. an integral member of the catheter 


team. 
Summary 

An orderly approach to the problem of analysis 
of the roentgenologic findings in children with 
congenital heart disease is needed. This approach 
must be based on a fundamental understanding of 
the anatomy and physiology because of the multi- 
plicity of diagnostic possibilities and the availabil- 
ity of surgical correction for many of the lesions. A 
division of the patients into groups dependent on 
the appearance of the pulmonary vasculature and 
into subgroups based on other characteristics is of 
value. In the majority of cases, such an analysis of 
the roentgenologic features, in conjunction with 
other simple clinical data, will yield a working clin- 
ical diagnosis. For precise analysis of the anatomic 
and physiological features, other procedures such as 
angiocardiography, retrograde aortography, and 
cardiac catheterization may be indicated. 

412 S.E. Union St. (14) (Dr. Lester). 
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Priapism.—Priapism, an uncommon condition, may be caused by central nervous system dis- 
orders such as injuries of the cervical cord, syphilis, and multiple sclerosis; it also may de- 


velop during such vascular dis 


as sickle-cell anemia, leukemia, and carcinomatous 


infiltration of the corpora cavernosa. The pathogenesis of priapism of unknown cause prob- 
ably includes initially hyperactivity of the parasympathetic nervous system in most instances. 
Thrombosis of the venous channels of the penis then maintains the erection and prevents 
alleviation of the condition by spinal anesthesia. Evacuation of the corpora cavernosa, 
either by aspiration or incision and drainage, is one of the most effective forms of treatment, 
but is frequently followed by impotence. Anticoagulant therapy is helpful in the early stages 
of this condition.—Lieut. E. C. Lewis I], M. C., U. S. Naval Reserve, and B. E. Schwarcz, 
M.D., Priapism of Unknown Cause, United States Armed Forces Medical Journal, February, 


1957. 
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MULTIPLE SCREENING IN EVALUATION OF ENTERING 
COLLEGE AND UNIVERSITY STUDENTS 


Henrietta Herbolsheimer, M1.D., M.P.H. 
and 
Billie L. Ballard, M.D., Chicago 


Each year a heavy burden falls on college health 
services which in their program include health 
evaluation of entering students. According to 
Moore and Summerskill," 90% of those colleges re- 
porting some sort of health program require physi- 
cal examination of the new students. In half the 
colleges these examinations are carried out by the 
college health service and in the other half, by 
the student’s own physician. 

Regardless of where they are carried out, experi- 
ence has shown that physical examinations on 
asymptomatic individuals “in the prime of life” 
leave something to be desired. They are often per- 
formed in a desultory manner by persons trained 
in clinical techniques geared not so much to detect 
deviations from health in the theoretically well 
persons as to make specific diagnoses among the 
sick.” Despite opinions to the contrary,” some work- 
ers * in industrial medicine, where the preplacement 
health evaluation may affect the solvency of the 
enterprise, take a dim view of the contribution of 
the physical examination. From an industry with a 
generous and imaginative health program, wherein 
the physician makes his examination after a battery 
of tests have been recorded, the statement has been 
made that “the physical examination is not the 
crucial part of the study, and it has been suggested 
that it be omitted. The interview by the physician 
appears to be the most important feature of his 
contact with the applicant.” 

In addition, the burden on schools and colleges 
which elect to make their own health evaluations 
is increased by the suddenness of the influx of the 
entering students. Often overnight, the college or 
university tacitly assumes some degree of responsi- 
bility for personal health and public health prob- 
lems among a population, 25% of which is unknown 
- to the health service. The common solution is the 
mass physical examination, hurriedly performed by 
a heterogeneous staff, usually without quiet or 
privacy, almost always without provision for con- 
tinuity of care or counsel under the same physician 
and, in sum, in a manner which Davens * describes 
as “a travesty of good medical practice.” 


Director, Health Service, and Associate Professor of Medicine 
(Preventive Medicine), University of Chicago (Dr. Herbolshetmer). Dr. 
Ballard was a medical student fellow im Preventive Medicine and Publo 
Health of the National Foundation for Infantile Paralysis at the time 
this study was made and is now an intern at the University of Michigan 
Hospitals, Ann Arbor, Mich. 

paper presented by Dr. Herbolshemner at the annual 
meeting of the pm College Health Association, Baltimore, April 
27. 1957, and honors thesis of Dr. Ballard for M.D. degree, _ 1957. 


Multiple screening as applied to entering 
students consists of a battery of tests, in- 
cluding a questionnaire, that can be ad- 
ministered to about 100 students per hour. 
It supplies ao base line of health data on all 
new students and yields a preliminary classi- 
fication for the department of physical 
education within the first few days of the 
quarter. It spares all students the indignity 
of @ cursory physical examination rendered 


the students later, if necessary, under much 
more favorable conditions. The advantages 
of this method were compared with those 
of the customary complete physical exami- 


The Use of Multiple Screening 
Possibly a better solution to the problem of mass 


health evaluation lies in the use of multiple screen- 
ing. This is a technique of two or more simple 
laboratory tests, examinations, or procedures, which 
can be applied rapidly and on a mass basis, to 
determine presumptive evidence of unrecognized 
or incipient disease or defect. Screening tests are 
not intended to be diagnostic; their purpose is to 
sort out apparently well persons who probably 


“4 

to profit by an individual physical examina- 

tion, and enables the physicians to interview 

V 
19: 

nation by applying both methods to each 

of 3,523 entering students. The results were 

studied as to their cost in time and money 

and also as to the frequency with which 

serious trouble either was mistakenly in- 

ferred or escaped detection. Both methods 
occasionally failed to detect serious defects 

or disease existing at the time of entrance, 

but the screening enchled the health service 

to learn with dispaich the prevalence of 
personal or public health problems among 

new students on the campus. The out-of- 

pocket cost of multiple screening was less ’ 
than two-thirds that of the conventional 
examination technique. It calls for substan- 

tial planning, but both staff and students 

who were qualified to make comparisons 
favored it 
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have a disease from those who probably do not. 
Individuals with positive or suspected findings must 
be referred to physicians for diagnostic study.” 

Multiple screening has been practiced in many 
places throughout the country in the last decade, 


Taste 1.—University of Chicago Entrants, Fall Quarters, 
1955 and 1956 
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but almost without exception it has been applied 
to the middle and older age groups’ and with 
emphasis on control of chronic disease. Although 
there are a few references which recommend multi- 
ple screening in connection with school and college 
health programs, the literature fails to reveal any 
reports on use of this procedure in general health 
evaluation of college-age persons. 

The University of Chicago Multiple Screening 

Project 

In order to avoid physical examinations on enter- 
ing students in a random order of priority, it was 
decided that with the fall quarter entrants, 1955, 
multiple screening would be used to get a quick 
sort and as reliable an estimate as possible of the 
health status of the new population on campus. 
The ends in view were the following: (1) to get, 
within the first day or two of the quarter, a base- 
line of health observations and clinical data on all 
new students, (2) to find out immediately where 
the major personal and public health risks were 
rather than, as heretofore, to learn of grave prob- 
lems such as open tuberculosis a few days before 
the end of the quarter, (3) to arrive at a “prelim- 
inary if not “final” physical education classification 
(health rating) at the beginning of the quarter 
when the physical education department most de- 
sires it, (4) to avoid inconvenience and the rela- 
tively high cost of physical examination to the 
maximum extent, and (5) to test the validity of 
the various individual procedures used and to de- 
termine the safety of omitting the physical exam- 
ination on persons who screen-out “negative.” 


Method 


The study, planned originally for but one year, 
was extended to the second in order that there be 
a larger experience upon which to base conclusions 
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and an opportunity to note the effects of experience 
with the screening techniques. The population in- 
volved in the two-vear study is analyzed in table 1. 
The similarity in composition of the groups in each 
of the two years permits combining observations 
or comparing experience of one vear with the other. 
All data, however, were tabulated by screening- 
positive or screening-negative groups and by age 
groups, race, sex, and residence to facilitate de- 
tailed comparisons which are beyond the scope of 
this 


report. 

On registration the students were booked for 
screening at definite time intervals during the next 
three days. One hundred per hour could be screened 
with the battery of tests given. A history with in- 
formation as to age, sex, race, residence, family 
history, immunization, handicaps, and health prob- 
lems was taken. The Cornell Medical Index—Health 
Questionnaire was administered. A microfilm of the 
chest was made; height and weight were measured; 
vision was tested (for 20/40 or less); and blood 
pressure was measured. Kahn and hemoglobin tests 
and urine albumin and urine sugar tests were done. 
A Mantoux test was applied. 

The maximum number of students screened in 
any one day was about 700. For each student, the 
screening required about 50 minutes, from check-in 
desk to check-out desk. The tests were performed 
in the order shown in the flow diagram (fig. 1). 
The “needle rooms” served as the spot where the 
blood specimen for serology and hemoglobin was 
drawn and the tuberculin skin test ( purified protein 
derivative, 1:10,000) applied. Located near the 


Fig. 1.—Floor plan and flow chart used in multiple screen- 
ing project. 


end of the line was a portable 70-mm. chest x-ray 
unit of a design (70-mm. Schmidt camera) which 
makes up to 100 exposures per hour at radiation 
dosages to operator and student at far below that 
of conventional apparatus. Each student was asked 
to return in 48 hours for reading of the skin test 
and receipt of reports. 


445 
3 WRTING ROOM 
4 vant 
| \ 
(ve 
Rooms 
cons 


446 SCREENING—HERBOLSHEIMER AND BALLARD 


The regular student health service staff, supple- 
mented by a few medical students and volunteers 
from the Women’s Auxiliary of the hospital, were 
able to handle this entire load for the three con- 
secutive days required each vear to screen the total 
group. The logistics of this kind of operation are 
challenging. At the end of the day, the nursing 
and auxiliary staff cleaned up the unit and reset 
it for the following day's screening, the laboratory 
technicians with medical students’ aid tested the 
urine specimens and recorded the findings, the ser- 
ology laboratory staff of the hospital ran the blood 
studies, and the x-ray department developed and 
read the microfilms. Meanwhile, the medical staff 
of student health service reviewed the clinical rec- 
ord of each screenee and, with a clerical aid, noted 
the various entries and missing items on a screening 
tally strip. 

The tally then moved separately from the clinical 
record—the latter undergoing further processing 
into a bradded loose-leaf case history book and 
being tied by cross references into the main record 


Taste 2.—Positive Screening and Second-Level Tests in 
Rates per 1,000 University of Chicago 
Entrants, 1955 and 1956 
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system of the University of Chicago clinics. As 
data became available from the laboratory and 
x-ray department, they were added to the screen- 
ing tallies—the positive items in red and the nega- 
tive in blue. Within four hours after the last person 
had been screened, the group had been classified 
into “screening-negative” and “screening-positive” 
divisions, and each individual had been “rated” 
(tentatively) for the physical education program. 

in the “screening-negative” group were rated 
“A” and could enter into an unlimited athletic pro- 
gram. Those in the “screening-positive” group who 
were rated “B” were permitted somewhat limited 
physical activity; those who rated “C,” markedly 
limited physical activity, and those who rated “D,” 
no participation in athletics. 
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The degree of urgency for follow-up with physi- 
cal examination was determined. The data from 
the tally were transferred to a card which serves 
as a tickler for the tuberculosis control program. 
This card was pulled when the student returned 48 
hours after screening, and the results of the skin 
test were recorded on it. From the card, with its 
annotations from the screening tally, the nurses 
gave the student gross information about the results 
of his screening and directed him to the laboratory 
for any needed repeat tests, to the x-ray division 
for the 14-in. by 17-in. stereogram, and to the 
appointment clerk for the booking of his physical 
examination. This step required only a few minutes 
of the student's time. 

The physical examinations were made by the 
regular student health service medical staff on a 
schedule which allowed 20 minutes for each exam- 
ination, with those which, according to screening, 
were most urgently needed scheduled immediately 
after the screening operation had been finished. 
Those of lesser urgency were booked for succeeding 
weeks. By the end of the first three weeks of the 
school vear, all students who screened positive had 
been examined and were in process of undergoing 
definitive studies as needed. 

When the students returned for the physical 
examinations, the physician had before him the 
appropriate stack of clinical records with screening 
tallies attached and had the opportunity to review 
the cases prior to the students’ arrival. Aided by 
this advance and summarized information, he made 
the examination along conventional lines and asked 
supplementary questions as indicated. The proce- 
dures included the use of the otoscope and fundo- 
scope and testing deep reflexes. Pelvic and rectal 
examinations were offered those students over 40 
vears of age. The termination point of the study 
was the completion of the physical examination. 
The clinician's impression or diagnosis (es) and any 
referrals or returns were then added to the screen- 
ing tally on all 3,523 cases. 

In this study 98% of all students screened, re- 
gardless of the results of the screening, had a physi- 
cal examination. The small number who failed to 
have the examinoticn were distributed with regard 
to screening result, physical education classification, 
age, sex, race, and residence similar to the students 


who completed all phases of the study. 
Results 
The results of the initial and repeated chest 


x-rays, laboratory tests, and blood pressure readings 
are shown in tables 2 and 3. The number of positive 
microfilms and stereograms was highest among the 
nonwhite and foreign students. The number in- 
creased according to age, but the microfilms showed 
a lower rate of positive results for women than for 
men. This may be accounted for by the greater 
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amount of time and care given in reading the wom- 
en's films in order to discriminate biological ab- 
normalities from the hardware on lingerie. On the 
stereograms, for which patients disrobe, the results 


Taste 3.—Positive Screening and Second-Level Tests in 
Rates per 1,000 University of Chicago 
Entrants, 1955-1956 
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‘Kahn, Venereal Disease Research Laboratories, Wassermann, and 
cardiolipin test« all positive 
by sex were the same. Although a vield of 9 posi- 
tive results per 1,000 is low, the importance of 
tuberculosis detection justifies the effort. 

The urine tests for albumin and sugar (with 
Exton’s and the Clinitest methods) gave few posi- 
tive results and were inconvenient and costly. With 
the albumin test in particular, the relationship be- 
tween the first and second specimens submitted is 
in the nature of caprice. It is not surprising to find 
that the rate per 1,000 for positive tests for reduc- 
ing substances is highest in the group 40 vears of 
age and over. 

Blood pressure determinations, with the subject 
seated, taken with mercurial sphygmomanometers 
and screened at 140/90 mm. He gave a rather sub- 
stantial number of abnormal values and demon- 
strated some interesting patterns of variations by 
age, sex, race, and residence. The number of both 
the systolic and diastolic abnormal readings in- 
creased with the person's age and were higher 
among males, regardless of race or residence. 

The hemoglobin levels, determined initially by 
the copper sulfate-specific gravity method and 
secondarily by the photoelectric hemoglobinometer, 
showed for the males the low number of abnormal 
values described in numerous other studies. More 
than twice as many of the nonwhite female group 
had low hemoglobin levels (below the standard of 
12.5 Gm. per 100 ce.) than did the white United 
States resident females and the nonresident females 
(most of whom were white) combined. 
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The serologic test for syphilis gave its highest 


positive results among the nonwhite students and 
was slightly higher among males. The failure to 
find any positive results in the group aged 40 and 
over, may, because of the small number in this 
group, be attributable to chance rather than to any 
real difference. Any statement as to whether or not 
these positive tests were due to syphilis is bevond 
the scope of this report. 

Table 4 shows the percentage of confirmation of 
the initial screening test by the second test in each 
category. In 40% of the cases in which the micro- 
films were positive (for pulmonary, cardiac or 
other thoracic pathology) stereoscopic film also 
showed positive results. Twenty-four per cent of 
the cases of low hemoglobin levels were confirmed: 
only 9% of the cases of albuminuria were con- 
firmed; 50% of the urines found to be positive for 
reducing substances were again found positive: 
and 23% of the systolic and 17% of the diastolic 
pressures elevated at the first visit were found above 
140/90 mm. He at the second reading, For reasons 
not entirely clear, the white male had the lowest 
rate of confirmation of results of the chest x-rays. 
Neither is there any apparent reason for the sex 
difference in confirmation rates on the hemoglobin 
tests. With the low number of positive results in 
some of these tests, chance alone rather than any 
other factor may well account for some of the vari- 
ations in rates of confirmation. 


Taste 4.—Percentaze of Confirmation of Tests Positive on 
Screening by Second-Level Tests, University 
of Chicago Entrants, 1955-1956 


Heme Urine Urine 
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Substantial deviations from desirable weight” 
(table 5) were found in 69 of each 1,000 students. 
Some of the instances of weights over 30% in excess 
of normal reached 60, 70. and, in more than one 
instance, LOOT. 

Visual screening (table 6) was done with the 
student standing and reading two lines of print at 
20/40. At the time of physical examination the eves 
were rechecked with the complete Snellen chart, 
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but the data are not included in the present study. 
The impression is that this was the weakest test 
in the screening line. 

According to the Cornell index (table 7), foreign 
students did not experience more health problems 
than the United States residents, as indicated bv 


Taste 5.—Deviations from Desirable Weight* in Rates per 
1,000 University of Chicago Entrants, 1956 


(hverweight, Under 
oF more weicht, 
Entrants, — or 
Total 
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lew 2 7 
Frtrant« hw <ex 
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the total scores over 20, and did have fewer in the 
B, C, and H sections of the questionnaire. In the D 
section ( gastroenteric diseases ) the foreign students 
scored high, usually due to histories of dvsentery 
and related symptoms. The foreign students also 
scored higher than the United States students in 
those sections pertaining to emotions and feeling. 
The high rate of total scores over 20 among non- 


Taste 6.—Results of Vision Screening at 20/40, with Glasses, 
If Worn, in Rates per 1,000 University of Chicago Entrants, 
1956 


Fatlure Rate Per 
Fntrants«, 
No fine Eve Both 
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whites is contrary to the experience of Brodmann; 
but the small sample of nonwhites in the study 
(see table 2), affected by the very high rate (203) 
among the nonwhite women, may not be repre- 
sentative. The Cornell index revealed what has 
been found by others “—that the females had a 
higher rate of “ves” responses in sections which 
related to mood and feeling (sections M to R) as 
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well as those which pertain to bodily symptoms. 
The sex difference in the H section is due largely 
to the weighting of the items on dysmenorrhea. 
The meanings of the patterns of variations on the 
questionnaire are the subject of another study. 


Taste 7.—Rate per 1,000 Students Having at Least the 
Specified Number of “Yes” Responses on Total and 
Selected Sections of Cornell Medical Index, 
University of Chicago Entrants, 1955-1956 


Seores over Sections VER 
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Table 8 shows the percentage of each age group 
and sex found negative on screening alone and on 
physical examination preceded by the battery of 
screening tests and the questionnaire. In the first 
vear of the study, the lower screening-negative 
rates reflect the degree of caution with which 
screening was applied and also the extent of un- 
recorded items, which for sake of safety required 


Taste 8.—Percentage of Students Found “Negative” on 
Screening and After Physical Examination, U niver- 
sity of Chicago Entrants, 1956 and 1955 
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the case to be allocated to the screening-positive 
group. It is interesting to note that in 1956, save 
for one exception, more students in each age and 
sex category were found negative on screening but 
that with no exceptions fewer students were found 
negative after the physical examinations. These 
differences reflect the gains of experience with the 
procedures and added precision in recording ob- 
servations made both on screening and at time of 
physical examination. The sex differences in this 
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table are trivial, but the decrease in 


percentage 
of negatives in the oldest age group is substantial. 


An important observation is that the examinations 
of students under age 20 were negative in fewer 
instances than is generally believed. The figures 


TOTAL OF 1959 STUDENTS 


TOTAL OF S64 STUDENTS 


Fig. 2.—Validity of screening. 


in each row of the two columns for 1956 are nu- 
merically much closer together, representing more 
precision, but, as later illustrations will show, the 
group that was negative on screening and the group 
that was negative after physical examination were 
not identical. 

The false positives and the false negatives in the 
two vears of the study and by age group in the 
1956 data alone are portrayed in figures 2 and 3. 
It is heartening to note for the whole group the 
decrease in the false positives from 30.5% to 23.25% 
and the false negatives from 5.5% to 4.5%. The 1956 
data alone were used to illustrate the effect of age 
on validity of screening, because they were more 
precise than the 1955 data; but the same general 


Fig. 3.—Validity of screening according to age groups. 


trend was noted in both vears. This trend showed 
a decrease in false positives and an increase in false 
negatives with age. 

False positives are to be avoided because they 
demand confirmatory studies and thereby increase 
cost and inconvenience. The false negatives, how- 
ever, are the real risk of the procedure, Subsequent 
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tables attempt to evaluate the nature of this risk. 
To facilitate this evaluation, the deviations from 
health, referred to also as abnormalities or defects, 
were classified in two groups, major and minor. 
The consignment to one group or another depended 
upon the seriousness of the condition and the actual 
or potential incapacity of the individual because 
of the condition. In most cases decision was easy, 
but in a few, the amount of concern as evidenced 
in the “disposition” notes of the examining physician 
were taken into consideration. 

The minor category included such conditions as 
acne, epidermatophytosis, warts, simple pilonidal 
cyst, labile blood pressure, weight deviations of 20 
to 30% from desirable, dermatitis, stomatitis, chron- 
ic cystic mastitis, dysmenorrhea, refractive error, 


Tante 9.—Abnormalities Among Students Evaluated by Both 
Multiple Screening and Physical Examination in Rates per 
1,000 University of Chicago Entrants, 1955 and 1956 

Foumd on Sereening on Sereening 
eferts Total “Minor Major “Total Minor Major. 
Students with Abnormalities rate per 1a 


United States 
374 24 73 1% 113 7 
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United States 


nevus, questionable hernia, and varicose veins. The 
major category included rheumatic heart disease 
of all functional types, weight deviations in excess 
of 30% bevond the desirable, diabetes, hypertension, 
pulmonary tuberculosis (active or of undetermined 
activity ), serious orthopedic handicaps from trauma 
or infections, breast masses potentially malignant, 
other potential or actual malignancy, serious ar- 
thritis, and ulcer of stomach. 

The data for the two years of the study were 
handled differently with regard to tabulation of the 
defects, both major or minor. In 1955, each stu- 
dent, if he had one defect or more was counted but 
once, and if there were a major and minor defect 
the case was placed in the major category, the 
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minor condition then not being counted. For the 
1956 data the tabulation was by defects (or ab- 
normalities ), counting all defects revealed. 
Three hundred fifty nine of each 1,000 students 
were found to have major or minor defects (table 
9). The rate of total defects was higher among 


Taste 10.—Percentage of Distribution of Abnormalities 
Found or Missed on Screening by Major or Minor Nature 
of Abnormality, University of Chicago Entrants, 


1955 and 1956 
lew 
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nonwhite students than the white; foreign students 
had a rate of total defects lower than the students 
of United States residence. Of the total students, 
70 of each 1,000 had major defects detected by the 
screening program. More major abnormalities were 
found in males than females, despite the fact that 
on the Cornell index (table 7) the females had 
higher rates of “ves” responses, indicating more 
symptoms and history of health problems. This 
finding, on theoretically well individuals, is the same 
as that of the Cornell workers reporting on clinical 
cases.” The screening program missed major defects 
in 8 of each 1,000 students. 

From the 1956 data, the rate of abnormalities— 
both major and minor—per 1,000 students was 589. 
The differences with regard to race, sex, and resi- 
dence follow the same pattern as for the 1955 data. 
The screening detected 69 major detects per 1,000 
students (c. f. 70 in 1955). Fewer major and minor 
conditions were missed by the screening in this 
second year. The screen missed 6 major defects in 
each 1,000 students. 

The relationship of total defects found in 1956 
to the total number of students with defects showed 
a ratio of 1.2. This ratio was constant for each of 
the subdivisions of the total group—age, sex, race, 
and residence. This finding is interesting because 
one might have assumed that there would have 
been more defects per person in the older age 
groups, in women, among the nonwhite, and in non 
United States residents. 

Table 10 analyzes further the major and minor 
conditions found on screening and missed on screen- 
ing but found by the physical examination. Sixty- 
eight per cent of the students with abnormalities 
were detected by the screening in 1955. This pattern 
of one-third of the population screening-negative 
and two-thirds screening-positive is a common one 
in other screening studies. In 1956 the screening 
caught 83% of all the abnormalities. 


J.A.M.A., Feb. 1, 1958 


The 17% of total defects missed in 1956 compares 
closely with the experience in the Boston Pilot 
Multiple Screening programs, wherein it was found 
that without the 20-minute physical examinations, 
only 15% of the unknown defects would have been 
missed."” In both vears, most of the abnormalities 
missed by the screening were minor in nature; only 
6 to 7% were the kind of condition which it would 
have been regrettable to have missed through fail- 
ure to make a physical examination. Of course, not 
all conditions diagnosed are amenable to therapy; 
in 1955, 1.3 students per 1,000 had a serious condi- 
tion amenable to therapy, missed on screening but 
detected by the physical examination. In 1956 there 
were 3.1 major abnormalities per 1,000 students 
amenable to modern medical therapy missed on 
screening but detected by the physical examination. 

The shortcomings of screening mav be analyzed 
in another wav—studving the kind of errors which 
were made in the temporary physical education 
classification based on screening data alone. An 
“error” in this classification is defined as a case 
which was negative on screening (physical educa- 
tion classification of “A”) but after the physical 
examination was given a classification of “C” or 
“D.” comnoting a serious or disabling condition. 
Ideally, all true screening-negatives should end up 
with an “A” physical education classification (no 
limitation of activity, varsity, and heavy competition 
sports ) after the physical examination. Often, how- 
ever, a “B” rating is given for reasons not always 
entirely defensible as real reasons of health risk 
to the individual. In other words there are many 
subjective factors which lead to indistinction be- 
tween “A” and “B” categories. The “C” and “D” 
categories are, however, quite distinct from the 
normal and healthy, and to miss them by the screen- 
ing process is a serious fault. 


L1.—Physical Education Classification—" Errors” 
Pursuant to Use of Screening Data Only, University of 
Chicago Entrants, 1955 and 1956 
Total lew 
Total stietents screener 3.503 
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In table 11, the “errors” as defined above are 
analyzed. In the total group of students (3,523) 
there were a total of 23 errors in classification. Nine 
of them stemmed from clerical aspects of the pro- 
gram—faulty transcription of significant items from 
the student's record to the tally. Since the tally was 
the instrument of decision as to screening status, 
the result of copying-error or oversight is obvious. 
Reduction of the clerical errors may be achieved 
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by more careful handling of the records, as was 
evidenced in the 50% reduction in the second year 
of the study. 

The technical errors, of which there were 14, are 
faults in the tests and informational items them- 
selves. They remained stable during the two vears. 


Taste 12.—Prescribed Care After Health Evaluation, in Rates 
per 1000 University of Chicago Entrants, 1955 and 1956 
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Reduction of these errors is a challenge to the de- 
velopment of better methods of gathering informa- 
tion and observations. 

In rates per 1,000, there was a substantial de- 
crease effected in the total error in the second vear 
of the study—8.3 to 5.1 per 1,000. The largest de- 
crease was in the clerical error, accomplished, no 
doubt, by greater appreciation of this step in the 
process and greater professional participation in 
the transcription of information to the tallies. 

Follow-up care of the students with defects is 
shown in table 12. In 1955, a total of 157 students 
of each 1,000 were recommended to have care 
bevond that provided at the time of the physical 
examination-consultation with the student health 
internist. In 1956, there were 389 returns or referrals 
(rebookings ) recommended per 1,000 students. 
The ratio of students-rebooked to students-with- 
defects in 1955 was 44%. In 1956, the ratio of re- 
bookings to total defects found was 66%, reflecting, 
apart from the difference in the method of calcula- 
tion applied to the data of the two vears, an in- 
crease in the quality of care. 

The costs of health evaluations done by the old 
method (history taking, laboratory tests, and 
physical examination all at one sitting) and by 
the new method (multiple screening followed by 
physical examination on varying percentages of 
the population screened ) are presented in table 13. 
The figures used are 1956 costs of personnel and 
supplies. The cost of screening alone comes to 

218.29 per 100 students. If physical examinations 

were given to the 46.5% of students found screen- 
ing-positive, the cost would mount to $386.31 per 
100 students compared to a cost of $612.79 when 
the evaluation is made by means of the conven- 
tional method. If consideration is given for the 
amount of time which the student spends in the 
health evaluation by each of the two methods, 
dollar differences in the two methods would mount 
sharply. In fact, due largely to the consideration 
given to student's time, it is obvious that screening 
followed by physical examination on 100% of stu- 
dents can be accomplished at $138.75 saving per 
100 students. 
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The cost of detecting through universal physical 
examination the 6.5 per 1,000 instances of major 
pathology (classified in table 11 as screening “er- 
rors’) would be $2,264.80 divided by 6.5 or $348.43 
per added case found. If the total error can be re- 
duced to merely the “technical error” then the cost 
per case discovered would be $566.20. Inasmuch as 
only half of these conditions at most would be 
amenable to modern therapy, the cost per case 
which could be helped by the finding of it would 
be $686.86 if the total error cannot be reduced or 
$1,132.40 if error can be limited to “technical error.” 


Comment 


Multiple screening as the first step in health eval- 
uation of entering college students was tried for 
the past two vears at the University of Chicago and 
was found practical. Compared to the conventional 
method of giving physical examinations to large 
numbers of people, the method of mass screening 
followed by more detailed examinations as indi- 
cated by the screening tests is advantageous to the 
student, to the university as a whole and to the 
health service. 

The student benefits because the inconvenience 
to him is minimum: he is spared the indignities of 
highly personal service rendered in public; this 
procedure saves his time; and, because of the ad- 
vance information which screening gives the physi- 
cian, the physical examination and interview are of 
better quality. The student benefits, too, from 
continuity of care; for the physician who performs 
the physical examination is a member of the full- 
time staff and is on duty during regular clinic hours 
for any later consultations. 


Taste 13.—Cost of Health Evaluation per One Hundred 
University of Chicago Entrants, 1956 


New 


Item Methest 
Medical and laboratory supplies 57.13 57.13 
Physical examination on #5) entrants ............ 
Valve of examinee’s time (81 per hour). 123.25 
Total student health service and student cost .... 
Physical examination om 5% entrants ............ 87.78" 
Total incheting physical examination on lor, 


* Cost of physical examination as only proceedure ix per 


Multiple screening is of advantage to the univer- 
sity in the ability of the procedure to detect personal 
and public health problems within the first few 
days of the quarter. Screening can, in the course of 
a few days furnish physical education classifications 
to the departments concerned. The screening meth- 
od, regardless of whether physical examinations are 
done on only the “positives” or on all screenees, 
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saves the university money. If the physical exam- 
ination is made on only the screening-positive cases, 
the saving to the university is $227 per 100 students; 
if all screenees have the physical examination, the 
saving is $39 per 100. 

Screening enables the health service to learn with 
dispatch the prevalence of personal and public 
health problems among new students on campus. 
The procedure enhances the work of the health 
service by providing a base line of clinical observa- 
tions on all students prior to the time they need 
care for some intercurrent illness. The physicians 
on the health service staff are pleased to have the 
advance information which the screening data give 
them prior to starting the interview and physical 
examination of the student; for the data save them 
time and sharpen their focus on organ-systems 
where ordinarily they might not direct attention. 

The disadvantages of screening in college health 
evaluations are, for the most part, concerned with 
the false-negative cases on whom in the future, for 
expediency and economy, physical examination 
may not be done. In the group included in this 
study, the “errors”—the major diseases which would 
not have been found had physical examination been 
omitted on screening-negatives—included heart dis- 
ease, arthritis, large ulcer of the skin, breast mass, 
osteochondritis dissecans, scotoma, ulcer of stom- 
ach, hernia, and giant hydronephrosis. All of these 
cases were referred to medical specialists for con- 
sultation and several of them came to major surgery 
immediately. 

The false-positive screenee is not subjected to 
the inconveniences of his counterpart in screening 
programs among the general public, for he is given 
the information about his positive test(s) in a gen- 
eral sort of way in person and at the same time is 
given a specific appointment to return for further 
study. The end in view is to avoid or diminish the 
anxiety which some authorities consider a major 
fault of screening. We have not been aware of 
anxiety among the screening-positive group. The 
error of the screening in overdetecting does not 
subject the screenee student to any added expense, 
as do screening-positive errors in most other popu- 
lations. 

It would be interesting to know what the con- 
ventional method of health evaluation would have 
vielded without the screening. From the group of 
3,523 students evaluated in the present study, the 
passage of but a few months has revealed several 
instances of failure of both the screening and the 
physical examination to detect serious pathology, 
which, almost without question, existed at the time 
of these evaluation procedures. 

Few procedures in clinical medicine are without 
flaw. In such carefully carried out studies as the 
Framingham heart project'' there were over- 
diagnoses and underdiagnoses. Felton “ has stated 
in behalf of screening that “many more findings of 
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importance were identified by multiple screening 
than were missed by the absence of ‘laying on of 
hands.” The Boston study of multiple screening '" 
found that, of 702 defects considered detectable by 
physical examination, only 251 (36%) were actual- 
ly discovered by the examining physician. Bres- 
low "* states: “It should be noted that neither a 
multiphasic screening procedure nor periodic visits 
to a physician guarantee the discovery of all 
potentially significant disease.” 

This study does not vield information on the 
number of previously unknown conditions found 
on screening or by physical examination. Multiple 
screening, including the use of a health question- 
naire of the Cornell Medical Index type may be a 
valuable tool for longitudinal studies on population 
groups. More information needs to be had about 
appropriate intervals for health evaluations. Better 
tests are needed to give greater precision to the 
method. Agencies which use multiple screening as 
a technique in periodic health evaluations must be 
prepared to do substantial planning, should provide 
appropriate health education, and must arrange 
to handle the follow-up entailed by the defects 


elicited. 
Summary 


Multiple screening was tested as a health evalua- 
tion technique on 3,523 entering college and univer- 
sity students in 1955 and 1956. The procedure en- 
abled the health service to get a base line of 
observations and clinical data on all new students 
within a few days of the start of the school year 
and thereby to learn where the major personal and 
public health risks were located in the new popula- 
tion on campus. All students, regardless of whether 
they were screening-positive or screening-negative, 
were given a physical examination in order to 
ascertain the nature and extent of conditions missed 
by the screen. Physical examination revealed signi- 
ficant pathology which was missed on screening in 
6.5 per 1,000 students. Of this ratio, 4.0 per 1,000 
of the faults were due to technical errors. Of the 
serious conditions missed by the screening, 52% at 
most were amenable to modern therapy. The out- 
of-pocket expense of screening 100 students, with 
completion of physical examinations on those who 
screened-positive, was $386.31; the cost of health 
evaluation along conventional lines was $612.79 
per 100 students. The staff and those students fa- 
miliar with both the conventional technique and 
the multiple screening technique preferred the 
latter. 

950 E. 59th St. (37) (Dr. Herbolsheimer ). 


The medical, nursing, laboratory, and clerical staff of the 
Student Health Service of the University of Chicago and the 
Department of Radiology and the Microbiology Laboratory 
of the University of Chicago Clinics cooperated in carrying 
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AMNESIA-ANALGESIA FOR MANAGEMENT OF CHILDREN 
TOO YOUNG TO COOPERATE 


METHOD FOR USE DURING CARDIAC CATHETERIZATION AND OTHER PROCEDURES 
John S. Lundy, M.D., Rochester, Minn. 


On June 17, 1957, my colleagues at the Mayo 
Clinic asked me to develop a procedure for the 
management of cardiac catheterization in children 
too young to cooperate. On June 18 the method I 
am about to describe was applied for the first time, 
and since then I have carried out the procedure 
among 36 children with cardiac defects and defects 
of the great vessels.’ Their ages ranged from 9 
months to 12 vears and weights from 8.5 to 85 Ib. 
(3.860 Gm. to 38.6 kg.). I have also employed the 
same procedure among 51 children who were to 
undergo tonsilleetomy and adenoidectomy or op- 
erations on the eve. In addition, | anesthetized 
these 51 children with nitrous oxide, oxygen, and 
ether. 

In only one child of the 51 without cardiac de- 
fects or defects of the great vessels did I encounter 
too much respiratory depression. Bemegride (Megi- 


Clinic 
tion. The Mave Foundation is a part of the Graduate School of the 
University of Minnesota. 
Read at the meeting of the Academy of Anesthesiology, Reno, Nev., 
Oct. 11, 1957. 


Eighty-nine children, too young to coop- 
erate during special diagnostic procedures, 
were successfully managed by an unusually 
exacting technique. Prior to amnesia-anol- 
gesia induction, the anesthesiologist must 
elicit the degree of risk involved, especially 
during cardiac catheterization. The anesthe- 
siologist himself should weight the patient 
and explain to the relatives what is to be 
done. After the diagnostic procedure is com- 
pleted, the anesthesiologist should assume 
complete care of the child until he feels the 
parents or someone else can take over. 


mide; 3-ethyl-3-methylglutarimide), amiphenazole 
(Daptazole), and levallorphan (Lorfan) tartrate 
were administered to this child before respirations 
became satisfactory. Of the 36 patients with cardiac 
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defects, only one exhibited respiratory depression. 
After four hours, when the catheterization pro- 
cedure was finished, bemegride was administered. 
The patient made little or no effort to breathe for 
one and one-half minutes. This patient, however, 
even though he was 2 vears old, weighed only 26 
Ib. (11.8 kg.) and, because of weakness, never had 
been able to stand alone or to walk. The arterial 
oxygen saturation of this patient, breathing oxygen. 
was never higher than 42%, which is less than half 
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whose fingers, toes, and lips were blue even when 
oxvgen was administered. The method in question 
is not one involving anesthesia but is a special ap- 
plication of analgesia and amnesia. Since the pa- 
tient is breathing either air or oxygen throughout, 
it is possible for the physician to interpret the data 
obtained during catheterization, to carry out Van 
Slvke tests, and to reach a definite decision as to 
the lesion or lesions present, provided that tech- 
nical difficulties during the course of the test do 


PRELIMINARY OUTLINE MAY BE HAZARDOUS IF HOT FOLLOWED EXACTLY 


NOTE: BEPORE CATHETERIZATION, THE ANFSTHESIOLOGIST HIMSELF SHOULD WRIGH THE PATIENT AND EXPLAIN TO THE 
RELATIVES WHAT IS TO RE DONE. IN THE COURSE OF CATHETERIZATION, HE SHOULD G0) OUT AND REASSURE THE REL. 


ATIVES NOW AND THEN 


Dose 
Procedure: 
Relation to 
Step Agent’ Me yw Route Remarke 
1 thiopental (Pentothal) «offum perl ih reetal 
Wait 5 to 0 min. for thiopental «odium to take «uch effect that patient will not remember IM injections of «tep 
Step 3 consists of Injeetron, at one time, of 4 drugs, all mixed tecether in one «evringe, a« follows (a, b, 
a lverphan (Levoe-Dromeran) tartrate “2 per loth Even If child weteh= more than too th. if he ie 
j WARNING of ave or dose of levorphan VWUST Xx 
CRED 1 we 
remarks 
(Cartan) tarteate Mixture civen in «tep 3 not elear De not he 
¢ promethazine (Phenerean) hydrochloride per alarmed milky appeerance. tt can he weed 
proheptazine (Wy 757) of alphaprodine without being cleared. Hewever, it can be cleared 
(Nisentil) per hy mixing with lee of hydrochloride 
Wait min. for analeesia, prowpect of or both to develop 
5 Infiltrate with local ane«thetice line of incision for venostomy 
6 proheptazine or alphaprodine per 16 m™ IF CHILD 1S RESTLESS, a« 
|7 Wait 5 win. in expertation thet ehild will heeeme «uffieientiy quiet tu permit initiation of eardiae eatheterication and will remain quiet for 
= te br. If ehild le not «uffielently quiet for cardiac catheterization to «tart, or if catheterization i« in prowre<« and child heeomes unduly 
= restless. give following 
| @ proheptazine or alphaprodine per Iv at intervals of min. to 
bh If patient moves within 14% to 7 hr after the first ae of thiopental (<ee «<tep 1), and if the proeedure ix expeeted to take 3 te 5 hr 
(NOT if proceedure ix expected to be «hort: 2-3 br.) repeat «tep and. i! necessary to keep patient quiet, each «uhsequent «tep through 
step 7 a 
After catheter tip has heen from heart, hefore it has heen removed from vein, give following 
hemesride (Megimide: AWSOLOTE REI. VTION vin Five min. after this duce given, if te 
tarimide) and amiphenazole (Daptasote) BODY theter patient. same dose, RUT GIVEN INTRA- 
-4 wr ULARLY, may be used once again 
Els Now, because of coneenital cardiac detect and «trees of procedure, bevins a that may he ARDOUS. Usually, about min. after 
=4 hbemewride ix given, patient will arouse sufficiently to answer question "hereafter, for te he be in «tate much resenting 
= normal <leep, from whieh he can be easily aroused. BUT if BI PRE SNC KE FALLS LNOSIS develops, give following 
a oxveen inhalation Five min. after dose, If to raise bhood 
- 74 wirTHouT pressure more and toe produce of arousal, 
bh mephentermine (Wyamine) sulfate ARSOLUTE RELATION satne dose by same route may be given once again 
74 TO hoODy Iv Then, if reepiretion ix net good, give 6.1 me. of 
methylphenidate (Ritalin) hbwdrochloride ABSOLUTE WEIGHT bes ellorphan 


*Uotll the manufacturers concerned offer the following agent« In the precise quantities required for the proceedure in question, I use the 


following proportion 


lev orphan 10 me 
lev allorphan me 
alphaprodine 50 


solvent to make | administered in a dose of ce per Ih. body weight 


proheptazine or alphaprodine 50 me. (steps 6 and Ta) 


solvent to make 1 ce: administered in a dose of 0° ce per 0 Th. body weight 


promethazine 10 me 


solvent te make | ce.: administered in a dose of 6.2 ce. per lO Ih. body weight 
If child weighs lees than Ih, dose of amiphenazole may be recueed to 1) me 
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of what would be expected in a normal person. 
This patient and one other represented extremely 
bad risks. One died 15 hours and the other 12 
hours after catheterization. It was judged that per- 
formance of the procedure was indicated, despite 
the calculated risk. 

This method involves the obtaining of an esti- 
mate from the pediatrician of how great the risk 
of cardiac catheterization is on the basis of | to 4, 
4 being the most marked risk. Such a risk was 
presented by the patient | have just mentioned, 


not make the decision difficult. However, drug 
effects would not interfere with the test, as would 
be the case if an anesthetic agent were adminis- 
tered, particularly by inhalation. 

In brief, the method involves a visit with the 
child's parents so that what is about to be done 
can be explained to them. Then the child is 
weighed. Weighing usually is done in the morn- 
ing, the mother having given the child an enema 
the night before. The accompanying table shows 
in compact form the details of the procedure. 


V 1é 
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It should be noted that severe venospasm may 
occur if, during the procedure, the child is uncov- 
ered and is lying on a cold fluoroscopic table. We 
minimize this reaction by applving infrared heat 
from a physiotherapy lamp placed about 40 in. 
above the child. We apply heat in this form to the 
table beforehand, so that a warm place is ready 
for the child by the time the procedure is to start. 
A surface thermistor is applied to the back of 
the shoulder of the patient, away from the direct 
heat, so that the ternperature of the skin can be 
ascertained at once at any time during the pro- 
cedure. 

Thus, I prepare the patient for what I am about 
to do and I acquaint the relatives with the pro- 
cedure and its objectives. Catheterization follows, 
after which I again receive the child into my care 
until | am ready either to send him to the hospital 
or to allow the parents to take the child elsewhere. 

Incidentally, certain aids that will insure more 
nearly exact dosage are not far from realization. 
The preparation of thiopental (Pentothal) sodium 
for rectal administration will be improved, and the 
concentration of some of the drugs will be varied, 
so that it will be easier to measure the desired dose. 
A suspension of thiopental ( Pentothal suspension ) 
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will become available for clinical use shortly. It is 
defined by the makers as “a concentrated suspension 
of sodium Pentothal in oil with an oil-dispersible 
colloidal clay and a suitable wetting agent.” 

The method of management described has been 
satisfactory, but variations of it have not been 
satisfactory. Since this particular method seems to 
contribute so much to the making of a correct 
diagnosis, it seems worthwhile to report it. | have 
applied this same method of managing small chil- 
dren to the management of two patients in the 
ophthalmologic services, where diagnosis of the 
condition of the eve depends upon the possibility 
of thorough examination of the eye. In general, | 
shall see these patients by appointment, meaning 
that they will be outpatients, with the objective of 
abolishing the fear and trepidation with which they 
regard repeated examinations of the eves. 


- Richard M. Hewitt aided in the preparation of the 
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ABDOMINAL CRISES WITH UROLOGIC IMPLICATIONS 
Stanford W. Mulholland, M.D., Philadelphia 


This discussion might well be titled “Infarction 
of the Renal Vessels with Consideration of the 
Signs as Abdominal Emergencies.” I say this be- 
cause this situation alone has sufficient scope for 
our serious consideration. Renal infarction is much 
more common than is generally agreed. Also I be- 
lieve it can and should be recognized clinically 
more often than simply at the autopsy table. In 
14,411 postmortem examinations, Hoxie and Cog- 
gin' reported 205 cases of renal infarction. Only 
two cases were suspected clinically before death. 
Heretofore, renal infarction has been regarded as a 
curiosity, reported as an unusual case, occasionally 
diagnosed, and at times treated successfully. Regan 
and Crabtree * some years ago, regarding this situa- 
tion, said, “diagnosis may be suspected by the in- 
ternist, confirmed by the pathologist after death, 
but the clinical diagnosis rests with the urologist if 
proper management in the living is to be made.” 


Section on Urology at the 106th 
Annual Meeting of the American Medical Association, New York, 
June 6, 1957. 


Most patients with renal infarction give a 
history of having had one or more prevoius 
attacks of myocardial infarction. Pain, the 
most common symptom, is sudden in onset, 
unilateral, severe, unremitting, and prostrat- 
ing. The infarct may be arterial (caused by 
embolism or thrombosis), venous (hemor- 
rhagic, with or without thrombosis of the renal 
vein), or traumatic. The importance of aif- 
ferential diagnosis is illustrated in the seven 
case histories here given, since the two 
patients with arterial infarcts recovered on 
conservative management while those with 
other types of renal lesions had to be treated 
surgically. Arterial infarction of a kidney is 
fairly common and should be diagnosed ac- 
curotely. If it is unilateral, it seldom needs sur- 
gical treatment. 
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Renal infarction may be classified in three cate- 
gories, depending on the site of origin or the cause: 
(1) that due to arterial embolism or thrombosis, 
(2) hemorrhagic infarction with or without throm- 
bosis of the renal vein, and (3) traumatic in- 


farction. 
Arterial Embolism 


Arterial embolism is the most common cause of 
renal infarction. This is logical, since accidents oc- 
curring to other organs secondary to atherosclerosis 
and coronary disease are so frequently seen. The 
kidney with the large volume of blood passing 
through it hourly should, of course, be one of the 
first organs affected. Mever and Abhnfeldt * quote 
two series of autopsy reports where cardiac disease 
was the causative factor of renal infarction in 76% 
and 95% respectively. Emboli accompanying sub- 
acute bacterial endocarditis are frequently found 
in the renal vessels.’ They are often bilateral. Poly- 
evthemia vera has been reported as a cause of 


Fig. 1.—Renal arteriogram showing crescent-shaped clot 
occluding vessel at entrance to kidney. 


thrombotic occlusion of the renal vessels." Renal 
trauma at times results in arterial occlusion and 
infarction.” 

The diagnosis may determine whether emergency 
surgery is necessary or further observation and 
medical therapy is proper. The diagnosis can only 
be made with reasonable certainty after a carefully 
detailed history, a thorough physical examination, 
a few basic laboratory tests, and a comprehensive 
urologic survey. Usually with patients in this cate- 
gory the diagnosis is obscure either because the 
clinical picture is ill-defined or the laboratory 
studies and roentgenogram are negative, question- 
able, or misleading. 
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Most patients with renal infarction give a history 
of having had one or more previous attacks of 
mvocardial infarction. With few exceptions, patients 
with severe kidney, abdominal, or cardiac lesions 
will have acute abdominal pain. Abdominal pain 
is an ominous sign, never to be taken lightly, but 
does not always mean the lesion is within the peri- 
toneal cavity. Pain, the most common symptom, is 
sudden in onset, severe and unremitting, prostrating 
but not colicky in character. It is located in the 
upper abdomen or loin and referred to the thigh if 
at all. Vomiting may occur in about half the cases 
due to the severity of the pain. In about 24 hours 
the pain localizes in the flank, and it may subside 
in 7 to 10 days. 

There is a rise in temperature within 48 hours, 
accompanied by a moderate polymorphonuclear 
leukocytosis. Albuminuria is a persistent finding. 
Hematuria is seen in about half the cases but is 
not as marked as in venous thrombosis. Intravenous 
urograms and kidney function tests reveal dimin- 
ished or absent renal function on the affected side. 
However, retrograde pyvelogram shows normal mor- 
phology of the kidney without obstruction to the 
transportation system. Today we have an added 
aid for diagnosis, that of renal arteriography which 
in our cases has demonstrated rather clearly the 
real pathology. This latter study, coupled with the 
above, completes the picture, So it would appear 
a dogma may be advanced: A patient with the his- 
tory of previous cardiac infarction, with onset of 
severe unilateral loin pain, with a nonfunctioning 
kidnev on that side, proved normal in size and 
outline by retrograde pyvelogram, can be regarded 
as having occlusion of the renal artery that needs 
only to be confirmed by renal arteriogram. 


Case 1.—A 60-year-old female was admitted to the hos- 
pital on May 26, 1954. She gave a history of pain in the left 
side of the abdomen for two days. The pain was sudden in 
onset, continuous, severe, and accompanied by vomiting the 
first day. Oliguria was noted on the day of onset of pain. 
Her medical history revealed an attack of rheumatic fever 
at age 12 and again at 24 with “cardiac” complications. She 
had been admitted to the hospital six months previously for 
thrombophlebitis of the right leg and chronic rheumatic 
heart disease with chronic passive congestion. She was dis- 
charged improved after one month of treatment. 

“amination showed a well-nourished female apparently 
having a great deal of abdominal distress. Tenderness and 
soft distention of the abdomen were noted throughout but 
were most marked in the upper left quadrant and costo- 
vertebral area. No mass was noted. Normal peristalsis was 
present. Blood pressure was 120/70 mm. Hg, with the pulse 
rate 140 per minute and irregular due to fibrillation. No 
cardiac murmurs were noted. Urine showed 20 to 25 pus 
cells per high-power field and there was grade 4 albuminu- 
ria. The blood urea nitrogen level was 20 mg. per 100 ce. _ 

An intravenous urogram revealed a normal kidney with 
good function on the right. No function was noted on the 
left. A retrograde pyelogram, however, demonstrated normal 
renal architecture of the left kidney with no evidence of 
obstruction. The renal arteriogram (fig. 1) made three days 
after admission revealed the right renal artery to be normal, 
and a normal nephrogram resulted. On the left a crescentic 


V 
19 


Val. 166, No. 5 


filling defect was demonstrated in the renal artery (fig. 1). 
Some of the dye escaped around the filling defect in the 
main artery and entered some of its smaller branches. Never 
was there enough dye to produce a good nephrogram on the 
left side. The patient tended to improve on anticoagulant 
therapy and treatment for the fibrillation. She was 
missed 24 days after admission. 


Case 2.—A female, aged 59, was admitted to the hos- 
pital Feb. 10, 1953. She had noted acute abdominal pain 
10 hours previously. The pain began in the left renal area 
and radiated across the whole abdomen. She stated she had 
some nausea but no vomiting. Her medical history indicated 
a known rheumatic heart disease for six years. She had had 
a cerebrovascular accident one year before admission, with 
slight residual paralysis on the left side. She had had 
dyspnea and orthopnea. 

On examination the blood pressure was 140/100 mm. Hg; 
the pulse was irregular and the rate 68 per minute. The 
heart was enlarged to the anterior axillary line, and systolic 
and dyastolic murmurs were noted. The abdomen was tender 
on the left and was distended. The urine showed 44 albu- 
min. There were 15,000 white blood cells. Intravenous 
urograms showed no function on the left, while normal 
function was present on the right. Retrograde pyclograms 
were normal. An arteriogram lacked visualization of the left 
renal artery, while a normal artery was present on the right 
(fig. 2). Conservative treatment was carried out and the 
patient was discharged 18 days after admission. 


Fig. 2.—Aortogram showing no visualization of left renal 
artery. 


Cast 3.—A male, aged 37, was admitted to the hospital 
on Aug. 11, 1953. His chief complaint was severe right 
flank and abdominal pain which was stabbing in character. 
He gave a history of hypertension of three years’ standing 
associated with headaches. A_ bilateral lumbar sympa- 
thectomy was performed on a previous admission for relief 
of progressive occlusive peripheral artery disease. 
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Laboratory studies reported urinalysis as showing 14 al- 
bumin. Differential phenolsulphonphthalein test showed the 
right kidney function to be diminished, with 1% excretion in 
10 minutes, while the excretion of the left kidney was 10% 
in 10 minutes. Intravenous urograms revealed a small right 
kidney and a normal left kidney. An aortogram showed an 
aneurysm of the right renal artery with partial occlusion of 
the vessel (fig. 3). The lower pole of the kidney was almost 
avascular, as shown by the resulting nephrogram. 


Fig. 3.—Arteriogram revealing lessened blood supply to 
lower pole of right kidney and aneurysm of right renal 
artery. 


Exploration on Sept. 22 revealed a right renal aneurysm, 
apparently ruptured, with secondary clot formation and 
blocking of right renal artery. The aorta was clamped for 
23 minutes during the procedure. Acute renal insufficiency 
was experienced postoperatively. It was treated conserva- 
tively and the recovery was otherwise uneventful. The pa- 
tient was dismissed on the 31st postoperative day. 


Cast 4.—A male, aged 59, was admitted to the hospital 
on April 19, 1956, with a history of chronic aching pain in 
the right loin of three days’ duration. There was no radiation 
of the pain. The pain was associated with intermittent chills 
and fever and terminal hematuria. Examination showed the 
temperature to be 102 F (38.9 C), pulse rate 96 per min- 
ute, and blood pressure 160/90 mm. Hg. There was definite 
cardiac enlargement. Moderate tenderness was noted in the 
right upper quadrant and costovertebral area. Thirteen thou- 
sand white blood cells were present. The urine showed 50 
to 60 white blood cells with an occasional red blood cell. 
Urine culture was positive for Aerobacter aerogenes. 

An intravenous urogram originally was thought to show 
a hypoplastic kidney on the right and a normal left kidney. 
An aortogram, however, showed a duplication of the kidney 
vascular tree on the right with interference in visualization 
of the blood supply to the lower segment (fig. 4). The 
duplication, which was complete, was confirmed by retrograde 
pyelogram. The patient was treated conservatively, and his 
symptoms gradually subsided on the right side. A return 
of function to the lower half was demonstrated by subse- 
quent intravenous urograms. A transurethral prostatectomy 
was later performed, and he was dismissed two months after 
admission, no symptoms being present. 
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Case 5.—A male, aged 59, was admitted to the hospital 
on Oct. 21, 1952. His chief complaint was that of a tight, 
heavy feeling across his chest and dyspnea of three days’ 
duration. He stated he had been well until three years pre- 
viously when he had a similar attack of heaviness in the 
chest, dyspnea, ankle edema, and vomiting. However, his 
record on examination at the industrial plant where he 
worked bore a diagnosis of “auricular fibrillation” four years 
previously. In spite of the symptoms noted three days pre- 
viously, he had continued his work until he collapsed on the 
day of admission. His history revealed he had had hema- 
turia at the time of the first attack, three years before, but 
no other symptoms at that time. Physical examination 
showed an obese, alert nfale, in no apparent distress. Blood 
pressure was 156/100 mm. Hg, and pulse rate was 135 per 
minute. No cyanosis or edema was noted. Electrocardiogram 
the next day failed to suggest recent myocardial infarction. 

Digitalis and quinidine were given over a period of six 
days, and the cardiac rate was not controlled. The fifth day 
after admission he complained of “gas pains,” abdominal 


Fig. 4.—Aortogram showing impaired vascular supply to 
lower segment of duplicated kidney. 


distention, hiccups, and pain in right lower quadrant and 
flank. Urine showed 2+ albumin, with 10 to 20 white blood 
cells and 5 to 15 red blood cells per high-power field. The 
white blood cell count had risen from 16,000 on admission 
to 21,500, The surgical consultant at this time felt this might 
be an acute appendicitis with abscess formation but ad- 
vised conservative treatment. Antibiotics were administered, 
and decompression of the intestine by a Miller-Abbott tube 
was advised. The patient was thought to be in too serious 
condition for intravenous urograms. He continued to im- 
prove and was up and about the ward three weeks after 
admission. Intravenous urograms showed a normal kidney 
on the left with no function of the right kidney. Retrograde 
pyelogram of the right kidney demonstrated normal calyces in 
the midportion and lower pole, with failure of visualization 
of infundibulum and calyx to the upper pole. A renal 
arteriogram demonstrated visualization of the left renal 
artery with probable visualization of the proximal portion 
of the right renal artery. The patient ran a septic fever, with 
temperatures from 100 to 102 F (37.8 to 38.9 C). The pain 
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tended to persist on the right side. The white blood cell count 
continued to be elevated, so nephrectomy was advised. Forty 
days after admission a right nephrectomy was performed. 
The kidney was found to be small and yellowish red in 
color. The pathological diagnosis was chronic pyelonephritis 
with acute exacerbation and acute necrotiAing papillitis, as- 
sociated with multiple recent infarctions. The patient was 
dismissed 18 days postoperatively. 


Results of Infarction of Renal Vessels 


It has been shown experimentally * that when 
ligation of the renal artery is done, the kidney 
undergoes necrosis if the artery is occluded more 
than one and one-half hours. If the artery is ligated 
for a shorter period, only edema and hyperemia of 
the kidney result. Every urologist has observed the 
immediate changes that occur on clamping an aber- 
rant arterv. On the other hand, he has recognized 
the scarring and indentations over the surface of the 
kidney as a result of previous occlusions of branches 
of the renal arteries by infarcts and emboli. 

Foa” many vears ago described the changes of 
permanent ligation of a branch of the renal artery. 
At first the color is reddish grav, and the infarct 
stands out bevond the surface of the rest of the 
kidney. The tubular epithelium is swollen and 
cloudy and shows degeneration of its nuclei. The 
glomeruli and blood vessels, aside from edema and 
diapedesis of red blood cells, appear normal. 
is a red zone surrounding the infarct, between it 
and the normal tissue, caused by tremendous en- 
gorgement of the capillaries. After three to four 
days the infarct has a gray color, the surface is level 
with the rest of the kidney, and the boundary zone 
is less red and wider. After 8 to 15 days the infarct 
has become smaller in all dimensions and is re- 
tracted from the surface of the kidney. There is a 
progressive contraction so that at one and one-half 
to two months there mav be found at the site of 
the infarct only an umbilication of the renal cap- 
sule, the infarct itself being represented by a vellow, 
contracted zone in the cortex. Occasionally there is 
left, in place of the infarct, a deep and irregular 
cyst or cavity which is covered with fibrous tissue 
and surrounded by exuberant parenchyma. At 
times the infarct may be reduced to a small, cal- 
cified mass. 

Foley * had the opportunity to follow clinically a 
patient with auricular fibrillation suddenly seized 
with a severe flank pain. An intravenous urogram 
showed an enlarged left kidney with no function 
while the right was normal in size and function. 
Pyelograms made two and three months later 
showed marked decrease in the size of the renal 
pelvis. Nineteen months later contraction had oc- 
curred to the point of near disappearance of the 
kidney. 


Caste 6.—A female, 24 years old, was admitted to the hos- 
pital on Dec. 1, 1954. Chief complaint was dizziness and 
headache of two months’ duration. The dizziness was re- 
lieved by lying flat for 15 to 20 minutes. She had lost 50 


458 
a \ 
195 


Vol. 166, No. 5 


Ib. (22.7 kg.) by use of medicaments during the past four 
to five months. She gave a history of rheumatic fewer as a 

child. Four months before admission, her local medical 

doctor noted that she had hypertension. She had some 

urinary frequency just before admission and nocturia with 

passage of small amounts. Convulsions were noted two days 

= admission and were controlled by amobarbital (Amytal) 
ium. 

Examination showed a well-developed, undernourished 
woman. Heart was normal size. Blood pressure was 220/140 
mm. Hg when patient was sitting; when she was lying, it 
was 176/122 mm. Hg on the left side and 170/120 mm. He 
on the right side. Pulse rate was 63 per minute. Urinalysis 
showed the specific gravity to be 1.003, and there was 34 
albumin; the urine was microscopically negative. The blood 
urea nitrogen level was 11 mg. per 100 cc. The creatinine 
level was 0.8 mg. and the cholesterol level 267 mg. per 
100 cc. Benzodioxane test and cold-pressor tests were nega- 
tive. A fall of blood pressure to 130/116 mm. Hg was noted 
after use of amobarbital. 

The ocular fundi showed subsiding papilledema. Other- 
wise the picture was that of a severe hypertension. Intra- 
venous urograms revealed a small kidney on the left (pelvis, 
calyces, and renal mass). The function was less on this side. 
A retrograde pyclogram revealed a small hypoplastic or 
atrophic kidney. A presacral air injection study was negative 
for any evidence of a mass in either perirenal space. Laumbo- 
sacral aortography showed a normal renal artery on the 
right with a small artery on the left and lessened everetion 
of urographic mediums ( fig. 5). 

On Jan. 7, 1955, a left nephrectomy and resection of the 
sympathetic chain T-7 to T-12 was performed. The post- 
operative course was good except for a sudden drop of 
blood pressure to shock level. Ultimately the blood pressure 
stabilized at 112/70 mm. He. The fundal picture showed 
rapid regression, indicating an arteriolar change rather than a 
sclerotic picture. She had some postural hypertension for a 
few weeks. The patient was dismissed 15 days postoper- 
atively. Subsequent follow-up studies revealed the blood 
pressure had remained within vormal limits. 

Comment.—As shown by Goldblatt,” unilateral clamping of 
the main renal artery causes only temporary elevation of the 
blood pressure. Occlusion of both renal arteries results in a 
persistent hypertension. It appears there are exceptions to 
this rule, unless there really is bilateral infarction more often 
than we realize and the signs are seen only on the side 
where total loss of function occurs. In a case reported by 
Bumpus, '" hypertension was improved after nephrectomy 
for chronic atrophic pyclonephritis, only to return post- 
operatively after almost total infarction of the remaining 
kidney. One might speculate whether the atrophy was that 
of pyelonephritis or infarction in the first kidney. The 
cardiac disease in these same patients might give rise to 
later emboli and occlusion of the opposite renal artery. 
Folsom and Alexander '' report a case in which this seems 


as Venous or Hemorrhagic Infarction 


Venous or hemorrhagic infarction is a much more 
serious situation than arterial aseptic infarction. 
The clots of thrombophlebitis are often infected, 
and the condition is either bilateral or likely, by 
extension, to become so. The thrombus does not 
necessarily arise in the renal veins but may extend 
upward from the iliacs or the vena cava to occlude 
the renal vessels. The clinical picture differs from 
that of arterial infarction in that it is associated 
with septic states (pneumonia, enteritis, puerperal 
infection, severe pyelonephritis, or pyemia ); it may 
follow thrombophlebitis of the leg veins or vena 
cava; the kidney is greatly enlarged and is usually 
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palpable; there is gross hematuria in most cases; 


retrograde pyelograms usually show deformity and 
incomplete filling of the calyces and pelvis; and 
the condition runs a progressive and septic course 
and most patients do not recover unless nephrecto- 
my is done early. In the 20 cases in the literature 
reviewed by Regan and Crabtree,’ 8 patients died 
and 12 had nephrectomies and survived. 
Experimentally, interference with venous return 
from the kidney has been carried out. Litten * noted 
the kidney became swollen to two to three times 
its normal size and doubled in weight. The kidney 
became dark purple in color and small hemorrhages 
appeared on the cortex and in the tubules in the 


Fig. 5.—Aortogram showing left kidney with inadequate 
blood supply resulting in atrophy. 


pyramids. Often hemorrhage occurred under the 
true capsule and, very rarely, massive hemorrhage 
split open the organ. As time elapsed there was 
progressive atrophy of renal tissue. Renal function 
was lost, and the kidney gradually contracted until 
it was only a fraction of its normal size. 


Case 7.—A male, aged 62, was admitted to the hospital 
Oct. 20, 1954, with a history of chills, fewer, malaise, and 
urinary frequency beginning two days previously. Antibiotics 
were given without effect. The history revealed a huge 
scrotal hernia, present for 20 years, and frequency of urina- 
tion associated with difficulty in starting the urinary stream 
aml dribbling at the end of urination. 

Examination showed a very obese male in evident dis- 
tress. His temperature was 103 F (39.4 C). Blood pressure 
was 180/100 mm. Hg and pulse rate was 120 per minute. 
Examination of the heart showed some enlargement, and a 
apical systolic murmur was heard. There was tenderness in 
the left upper quadrant of the abdomen and in the left Hank. 
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The prostate was greatly enlarged. There was mild pitting 
edema of the lower extremities. The white blood cell count 
was 13,000. The blood urea nitrogen level was 10 mg. and 
the blood sugar level 200 mg. per 100 cc. Urinalysis showed 
10 to 12 white blood cells per high-power field and a posi- 
tive reaction for sugar and acetone. 

With the use of nitrofurantoin ( Furadantin) and strepto- 
mycin, the clinical response was good and temperature re- 

to normal as did the blood sugar level. Normal 
functioning kidneys with urinary retention in the bladder 
were noted by intravenous urograms. Cystoscopic study re- 
vealed evidence of bladder neck obstruction involving all 
lobes of the prostate but predominate enlargement of the 
middle lobe. 

On Nov. 3, a transurethral prostatectomy was performed. 
The urethral catheter was removed on the second postopera- 
tive day. The urine was clear. On the third postoperative 
day, the patient vomited, the abdomen became distended, 
and there was some bleeding at the onset of urination. Be- 
cause of the abdominal distention, a Miller-Abbott tube was 
used and left in place for six days. The catheter was re- 
inserted into the bladder and relief of symptoms was ob- 
tained. On the 10th postoperative day the temperature rose 
to 103 F (39.4 C), and the patient had signs of pulmonary 
infarction. Dark blood that did not clot was noted in the 
urine. Bilateral femoral vein ligation was done because of 
evidence of femoral thrombophlebitis. Tenderness in the 
calf of each leg persisted. Four days later, patient began to 
complain of marked right maxillary pain and right temporal 
headache. Spinal fluid studies were negative. Pinpoint pupils 
were noted continuously. The urine continued to be bloody. 
Blood pressure was 140/84 mm. Hg. The patient appeared 
to have an infection that was not localized. Blood culture was 
negative. Nineteen days postoperatively, there were signs of 
shock. Dark blood was noted from the urethral catheter. 
Abdomen was markedly distended. The patient died rather 
quickly. No permission for postmortem examination was 
granted. It was felt that the evidence of multiple infarction 
in the lung and perhaps in the brain and kidneys (evidenced 
by the persistent dark unclotting blood in the urine in spite 
of excellent drainage ) was present. 


Fortunately, hemorrhagic infarction of the kidney 
in infancy is not common, although Regan and 
Crabtree * reported 5 infants out of 20 cases. Camp- 
bell and Matthews '* feel that if the diagnosis is 
made and nephrectomy done promptly, 75% of the 
patients (children) with unilateral involvement will 
survive, provided the condition is not hopelessly 
septic. Clinically there is a definite train of events. 
A healthy child acquires an infection (sepsis, ilioco- 
litis, otitis media, dermatitis}. This is followed by 
a period of fever, vomiting, and abdominal disten- 
tion which leads to dehydration, metabolic acidosis, 
and shock. The findings related to the urinary tract 
are oliguria, anuria, hematuria, and/or hemoglobi- 
nuria, albuminuria, and pvuria. Physical examina- 
tion usually reveals the kidney as an enlarged, 
smooth, firm, tender mass in the lower abdomen 
extending into the flank. The septic illness that 
precedes the infarction may mask the renal infare- 
tion. Milburn '’ makes a plea for “physicians to 
frequently note the urinary output, to examine the 
urine, and to perform frequent abdominal examina- 
tions for the detection of renal masses in infants 
ill with infection, diarrhea, dehydration, and shock.” 
One must resort to urograms whenever possible for 
confirmatory evidence. 
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Traumatic Infarction 


In traumatic infarction we have to believe the 
effects on the kidneys take place from trauma with 
the resultant temporary cessation of the renal blood 
flow. Injury to the renal pedicle with thrombus 
formation of the renal artery may produce massive 
infarction of the kidney, or scattered areas of necro- 
sis may result because of hemorrhage around the 
renal pedicle. This type of infarction comprises 
only 4% of the cases reported in the literaure. The 
clinical picture is similar to that of ruptured kid- 
ney, i. e., pain in the flank with shock is common 
due to the injury, a mass with localized tenderness 
may be felt in the kidney area, hematuria is usually 
present, absence of function is revealed by intra- 
venous pyelography but normal calyces may be 
seen by retrograde pyelogram; and large amounts 
of albumin may be present. Thus the findings may 
resemble the picture of other types of infarction 
with the history of injury preceding the onset of 
symptoms. 

The prognosis is good when the infarction is uni- 
lateral and if operation is performed when lesions 
are severe. Where hematuria persists, the kidney 
must be explored not only to rule out severe ex- 
sanguinating bleeding from a possible ruptured 
kidney but also to perform nephrectomy if the kid- 
ney is severely damaged by infarction. Recently 
Carver '* has reported two cases of traumatic renal 
infarction concurrent with massive fat embolism. 
Both patients died, having had severe injuries to 
the kidnevs as well as to bones that left the glomer- 
uli and peritubular vessels filled with fat globules. 

Another type of renal infarction has been sug- 
gested for consideration by Lynch and Large.” 
This they term post-traumatic ischemic infarction 
due to arteriospasm. They give as arguments (a) 
failure to demonstrate mechanical vascular occlu- 
sion; (b) failure to demonstrate source of emboli; 
(c) traumatic segmental angiospasm of larger arte- 
ries in the extremities, as has been observed at 
surgery; (d) renal cortical necrosis produced by 
vasospastic drugs; and (¢) ability to produce in- 
farcts in animals experimentally by trauma and a 
vasospastic drug. The infarcts were thromboid in 
shape and situated near the cortex, which seems to 
indicate there was spasm of the renal artery with 
stasis in its terminal branches. Shock likewise was 
thought to be a contributing factor in producing 
the renal ischemia. 


Summary 


Arterial infarction is much more common and 
less lethal than generally believed, unless there is 
bilateral infarction. The function of the kidney is 
lost at least temporarily even though there is not 
total infarction. The function will tend to return in 
time, although there will be a definite scar in the 
involved area. Transient hypertension has been 
noted in infarction. In large infarction, a permanent 
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malignant hypertension may result that can be 
remedied by nephrectomy. The diagnosis can be 
made accurately by a train of symptoms character- 
ized by (a) sudden flank or anterior abdominal 
pain, (b) nonfunction of the kidney, (c) normal 
architecture of the kidney, (d) interference with 
the blood supply noted by arteriogram, (¢) disease 
of the heart or blood vessels, and (f) albuminuria 
in abnormal amounts with hematuria. It can be di- 
agnosed with accuracy. It seldom, if ever, needs 
any surgery. 

Hemorrhagic infarction is associated with septic 
states and may occur in infants. The kidney is 
greatly enlarged, there is gross hematuria, and 
retrograde pyelograms usually show deformity and 
incomplete filling of the calyces. The condition runs 
a progressive septic course, and most patients do 
not recover unless nephrectomy is done. 

Traumatic infarction is the result of temporary 
cessation of renal flow and is characterized by pain 
in the flank and shock, a mass with localized tender- 
ness (not all kidney), hematuria, absence of func- 
tion revealed by intravenous pyelogram, normal 
calyces by retrograde pvelogram, and large 
amounts of albumin. 


2201 Benjamin Franklin Pkwy. (30). 
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The Heart Sounds and the Stethoscope.—In recent years the stethoscope has tended to fall into 
disrepute, particularly in regard to disease of the lungs, but also in the diagnosis of heart disease; 
it has in some quarters, come to be known as the “guessing tubes.” It is true that its place in the 
detection of pulmonary pathology has been, to some extent, taken by radiography; but for heart 
disease it still stands supreme, and such techniques as electrocardiography, radiography, phono- 
cardiography, ballistocardiography, angiocardiography, and cardiac catheterization are ancillary 
and confirmatory procedures only. Because the mode of production and of significance of the heart 
sounds is, in the main, now so well understood, it is possible to derive exact information about 
the state of the heart from thorough and precise auscultation, Nevertheless it is essential to pre- 
cede the use of the stethoscope with a general observation and examination of the whole patient, 
and of his cardiovascular system in particular, after taking a careful and comprehensive history. 
In this way it is usually possible to anticipate what one will hear. When auscultation follows an 
inadequate history and a cursory general examination of the patient, much of what the heart 
has to offer will be missed or misinterpreted, and the title “guessing tubes” confirmed. . . . 
It is now well known that both a bell and a diaphragm should be used for auscultation, but the 
bell must be lightly applied to select the lower pitched sounds, otherwise a diaphragm is simu- 
lated with the skin stretched tautly beneath the bell, and the higher pitched sounds are selec- 
tively heard. However, the diaphragm itself is superior to the bell so used, especially for the 
detection of the early diastolic murmurs of aortic and pulmonary incompetence. Both the first 
and the second heart sounds are well heard with either type of end-piece, but the diaphragm 
is the better for the pulmonary clement of the second sound and hence for the detection of 
splitting of this sound. Opening snaps also are better heard with the diaphragm, as also are 
aortic and pulmonary ejection clicks and mid-systolic clicks.—B. J. Kelly, The Heart Sounds, 
The New Zealand Medical Journal, December, 1956. 
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PEDIATRIC SURGERY IS GROWING UP 
Willis J. Potts, M.D., Chicago 


During the past few decades children’s surgery 
has slowly been emerging as a specialty of general 
surgery. As progress has been made in the surgical 
care of hitherto universally fatal diseases and de- 
formities of infants and children, demand has arisen 
for men trained to apply these advances in knowl- 
edge. A generation or more ago it slowly became 
apparent that sick children required the care of 
trained pediatricians. In a similar manner the spe- 
cialties of neurosurgery, gynecology, urology, and 
a host of others arose in response to need. It now is 
beginning to be accepted that surgical diseases of 
infants and children likewise require specialized 
care. No specialty is fashioned: it grows. 

Pediatric surgery already has outgrown its early 
infancy, when it consisted largely of operations for 
pyloric stenosis and intussusception and occasional 
ill-fated attempts at the correction of more serious 
deformities. Now as a lusty growing child it en- 
compasses surgical correction of many diseases and 
operations for deformities of the respiratory and 
digestive tracts; operations for congenital heart dis- 
ease; familiarity with the laboratory, physical, and, 
in a measure, the psychic needs of the surgical pa- 
tient; and extended knowledge of details of pre- 
operative and postoperative care. To be able to 
apply these advances in learning requires ardent 
and special training. 


The Pediatric Surgeon 


What is a pediatric surgeon and how does he be- 
come worthy of such a title? Before World War II, 
pediatric surgeons evolved from general surgeons 
who happened to become interested in the surgical 
problems of infants and children. A few outstanding 
men, notably Dr. William E. Ladd and his associ- 
ates, showed that the surgical problems of children 
were sufficiently great and interesting enough to 
demand all of one’s time. The field now is becoming 
so attractive that men decide while in training that 
their future will be devoted to children’s surgery. 

Training.—Basic training in general surgery is an 
absolute essential. If it were not for the disadvantage 
to children, I would say that training in children’s 
surgery should precede general training. The trainee 
then would have drilled into him the importance of 
gentleness in handling tissues and the necessity of 
the “feather touch.” Insufficient children’s surgery 
precludes such an idea, and we shall continue to 
accept trainees after a three-year residency in sur- 

Surgeon in Chief, Children’s Memorial Hospital. 

Read before The Koss Pediatric Research Conference, Columbus, 
Ohio, Nov. 14, 1957. 


Pediatric surgery today encompasses not 
only abdominal and orthopedic surgery but 
also the surgical correction of many other 
types of disease, trauma, and congenital de- 
fects in all parts of the body. Basic training in 
general surgery is absolutely essential for 
work in pediatric surgery. In addition, there 
must be a deeply ingrained love of children, 
a carefully nurtured tolerance of their not- 
ural aversion to being hurt, and the careful 
acquisition of gentleness and skill in dealing 
with them. Anesthesiologists accustomed to 
dealing with adults need to be especially 
careful in their first encounters with children. 
It will long be impossible to specify just which 
surgical procedures should be considered 
within the field of competence of the pedi- 
atric surgeon. Rigid specifications as to each 
surgeon’s rightful field of activity would limit 
unduly the work of some men who are com- 
petent and well aware of their responsibilities. 
The refinements of child care are possible 
only where it is feasible to have personnel 
specially trained in all phases of it. Every 
medical center of any size should have a 
chidiren’s hospital where the best in medical 
and surgical care is available from experi- 
enced personnel. In it there should be a sur- 
geon who devotes all his time to pediatric 
surgery. 


gery and hope that we can eliminate the occasional 
heavy hand that shakes the baby whenever the 
wound is sponged. 

The length of specialized training in a hospital 
where adequate material is available is still a matter 
for thoughtful consideration. At our hospital we 
started with a 6-month training period, increased it 
to a vear, and for the past few years have required 
18 months. Men who are accepted for such training 
must have had at least three years of general surgi- 
cal training. The majority are eligible for examina- 
tion by the American Board of Surgery when they 
begin their service. 

In a children’s hospital where work is concentrat- 
ed a year may suffice. Six months’ training in pedi- 
atric surgery | am sure is not enough to warrant a 
man to call himself a pediatric surgeon. It requires 
at least three months for a resident trained in gen- 
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eral surgery to become acclimated to the atmosphere 
of proper care of infants. One of the men who came 
to the Children’s Memorial Hospital had had three 
years of surgical training, yet the first few months he 
actually stood around as frightened as a young 
mother with her first child. He looked at an infant 
in a most helpless sort of way. He could not under- 
stand that a hungry or thirsty infant did not specify 
in understandable language what he wanted or 
point to the place where it hurt. It requires months 
of observation of infants before one learns to inter- 
pret cries, to look at a baby and, without benefit of 
question and answer, evaluate his condition. 

Objectives in Training.—Two objectives arise in 
training men to do better children’s surgery. One 
is to expose general surgical residents to a period of 
specialized training so that they may, in the com- 
munities in which they serve as general surgeons, 
do a creditable job of taking care of the surgical 
problems of children, especially infants. Such men 
with a special interest in children’s work may after 
years of establishing a reputation become recog- 
nized specialists and eventually limit their work. 
Many of us have gone through this slow process of 
evolution. 

The second objective is to train men so extensively 
in children’s surgery that upon completion of their 
service they are equipped to go directly into spe- 
cialized practice and eventually take over as heads 
of pediatric surgery in children’s hospitals or in 
university pediatric divisions. Both objectives are 
laudable and at present essential. As the public be- 
comes more conscious of what constitutes good sur- 
gical care of children, | believe the second objec- 
tive should be emphasized. 

Desirable Characteristics and Traits.—Character- 
istics and personality traits worthy of cultivation 
and desirable in a pediatric surgeon are the usual 
and well known. Besides these, there must be a 
deeply ingrained love of children and a carefully 
nurtured tolerance of their natural aversion to being 
hurt. These characteristics can be developed by 
thinking as a child. Last week, unobserved, I hap- 
pened to watch an intern in the process of trying 
to put a needle into a 5-year-old child’s vein for the 
administration of needed fluid. The child was 
screaming and wiggling. The intern said, “Stop wig- 
gling!” No cooperation followed the command. In 
desperation he shouted, “I'm trying to help you. 
Pipe down and hold still!” The child did not under- 
stand such logic, screamed louder and doubled his 
wiggling. 

I was amused rather than critical because I re- 
membered ashamedly that I had upon occasion 
done the same thing. No child is going to hold still 
to have a needle put into his arm. He hates needles 
with a deep and abiding hatred. All one can do in 
preparation for this simple procedure ( yet an ordeal 
for the child) is to explain in a few simple words 
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what has to be done and why before the child sees 
the needle. As soon as he sees the needle he will 
scream. However, because he has been told before- 
hand what was going to happen, he later will not 
harbor resentment. Even a 5-year-old child likes to 
be treated as an intelligent equal. 

In October I went to the meeting of the American 
Academy of Pediatrics and the following week to 
the meeting of the American College of Surgeons. 
The members of the two groups look different and 
act different. The pediatricians, dealing constantly 
with mothers anxious about their sick children, de- 
velop a gentle look—the surgeons, a stern, forceful, 
and strained look. Somewhere in between we must 

the pediatric surgeon. When dealing con- 
stantly with children it is quite natural that one 
eventually should acquire a touch of effeminacy. 


Is that bad? 
Who Does What? 


Our most lexing problem is to decide what 
constitutes children’s surgery and how the work 
shall be divided. The question will not be answered 
for many years because preexisting specialties lay 
claim to certain sections of the body and they will 
not and should not give them up. A pediatric sur- 
geon cannot adequately cover the entire field of 
surgery in children without spending most of his 
life in specialized training. Neurosurgery is ob- 
viously a specialized branch of pediatric surgery de- 
manding specially trained men. Orthopedic surgery 
in children in the United States is largely a separate 
field, although fractures are still often divided be- 
tween orthopedics and general surgery. Plastic sur- 
gery in most children’s hospitals has become a 
separate division, although general surgeons still 
rightly do a fair number of skin grafts for burns. 
Children’s genitourinary surgery is at present a prob- 
lem child. The pediatric surgeon is not adept with 
a cystoscope and requires the help of the genito- 
urinary man. The genitourinary surgeon always does 
children’s urology as a sort of an avocation. There 
simply is not enough genitourinary work in a chil- 
dren's hospital to occupy more than a fraction of 
his time. Consequently, it is impossible for him to 
become proficient in the entire care of the child. 
Ideally, a genitourinary surgeon in a children’s hos- 
pital should do the instrumentation and the pediatric 
surgeon should do the surgery. I do not look for 
such a “new deal” in the foreseeable future. 

The advent of chest surgery and better anesthesia 
brings up the most controversial problem. Because 
the heart and esophagus are in the chest, diseases 
of these structures are claimed by the thoracic sur- 
geons. Opening a patient's chest today is as safe as 
opening an abdomen, provided good anesthesia is 
available. The chest surgeon who is a recognized 
expert at lung resection and at the surgical treat- 
ment of cancer is not by virtue of these skills ca- 
pable of handling atresia of the esophagus with 
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tracheoesophageal fistula. The operation for this de- 
formity requires the finest and gentlest technique— 
but that is only a fraction of the care. Keeping these 
infants alive after operation is a task requiring con- 
stant attendance and supervised trained skill. Cam- 
eron Haight, a superb chest surgeon, was the first 
to repair successfully one of these lesions and has 
continued to be a leader in the handling of this 
difficult deformity. It would be ridiculous for Dr. 
Haight suddenly to turn over all these cases to a 
newly appointed pediatric surgeon. 

In every medical center the matter of who does 
what will vary according to the individual's special 
interest. However, when surgeons are starting from 
scratch, so to speak, I believe that all congenital 
lesions of the esophagus and lungs, such as cysts, 
empyema, and pneumothoraces, all cases of bronchi- 
ectasis requiring lobectomy, and all congenital dia- 
phragmatic hernias should be treated by the pedi- 
atric surgeon. 

What about congenital heart lesions? There is no 
reason why the pediatric surgeon, provided he has 
had training in the treatment of congenital heart 
disease, should not do such simple operations as 
closure of a patent ductus, a shunt operation, or 
resection of a coarctation of the aorta. No one. of 
course, should attempt any of these operations with- 
out training on animals that has been supported by 
clinical exnerience. The handling and dissection of 
large vessels is a skill which is not mastered by 
either general or thoracic surgeons without long 
practice on dogs. The technique of heart and blood 
vessel surgery can be learned and performed equal- 
ly well by anv surgeon who has availed himself of 
laboratory and clinical experience. Complicated 
heart operations are a matter of concentrated team- 
work and laboratory study. They will be done by 
general, pediatric, or thoracic surgeons—it makes 
little difference which—provided the surgeons have 
put in many, many hours of basic work. 

Complicated pediatric anesthesia by trained anes- 
thesiologists and routine anesthesia by anesthetists 
trained in children’s work is essential although at 
present not by any means everywhere available. 
Pediatric anesthesia is another one of many serv- 
ices we look forward to in coming years. It requires 
skill and experience to carry a puny 5-lb. infant 
through a long operative procedure. About five 
years ago we were preparing to do a chest operation 
on a 14-month-old child. A substitute certified anes- 
thesiologist who had had practically no training 
with children put the child to sleep with cyclopro- 
pane. In a few moments he said the child was 
asleep; a moment later he could not feel a pulse. 
The chest was opened, the heart massaged, and a 
beat reestablished. The child is and will remain 
decerebrate. Cardiac arrest? No, cyclopropane 
poisoning—too large a dose for a baby. The memory 
of one such case never fades. No incrimination is 
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meant in citing this case. The man was well trained 
and skillful in the art of adult anesthesia. He simply 
had had no experience with children. 

It will long be impossible to designate just what 
surgery should rightly fall to the pediatric surgeon. 
The history of the hospital, local customs, and per- 
sonality traits—-such as eagerness, ambition, and 
even selfishness—will determine who is going to do 
what. I suppose we should not be dictatorial about 
who does what so long as the operator and anes- 
thetist are competent and aware of the tremendous 
responsibility that is undertaken whenever a child 
is put to sleep and subjected to an operative pro- 


cedure. 

are biased (most people are), but is it 
quite fair that a surgeon who would not think of 
operating on a brain tumor or repairing a cleft 
palate should tackle a case of atresia of the rectum 
in a male infant with a rectovesical fistula when he 
never before has seen such a case nor witnessed the 
operative repair? I pick for comparison the case of 
atresia of the rectum because such cases, especially 
those complicated with fistulas to the genitourinary 
tract, are apt to be poorly handled. If the defects 
are not properly corrected at the first operation, 
‘these patients may be forever incontinent or doomed 
to a permanent colostomy. No man is capable of 
omnisciently deciding who shall do what—the house 
in which each of us lives is too fragile. Every sur- 
geon shall have to decide what he should or should 
not do according to the dictates of his own con- 
science. We in pediatric surgery represent a new 
specialty and should not be asked to solve the prob- 
lem of division of surgery when the long-established 
specialties are still battling over their prescribed 
domains. 

I remember some years ago in a large general 
hospital a gynecologist did occasional hemorrhoid- 
ectomies on his women patients. The general sur- 
geons raised their eyebrows and made acrid com- 
ments in the corridor. The gynecologist justified the 
operation because it was performed in territory im- 
m diately adjacent to his rightful field of activity. 
However, when a general surgeon did a simple 
hysterectomy for a fibroid, howls of protest by the 
gynecologists echoed down the halls. So long as this 
is a competitive world—and it would be very dull 
otherwise—every ambitious surgeon will pass poorly 
lighted markers and wander as far as he dares into 
fields that look green and inviting. 


Facilities for Care of Children 


Types.—In the United States children are cared 
for by pediatricians in small units in general hos- 
pitals, in independent children’s hospitals, and in 
children’s divisions of large universities or medical 
centers. In a general hospital one floor or half of 
one floor is roped off for infants and children. Med- 
ical care in such units is as good as the skill of the 
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pediatricians makes it. Surgical care in these units 
is apt to be poor for the simple reason that too few 
surgical cases are admitted to make it possible for 
a surgeon interested in pediatric surgery to develop 
an effective system of postoperative care. The hos- 
pital administrator with an eye on expenses is loathe 
to spend the necessary money to make all the re- 
finements of postoperative care always available for 
occasional cases. In one general hospital in the 
Middle West such a simple thing as a cut-down set 
for infants is not kept on hand in the supply room 
or on the floor. If a surgeon wishes to do a cut- 
down he must put in a special order for the proper 
equipment at least an hour ahead of time. When he 
gets the set it is apt to have man-sized scissors and 
the dextrose and saline solution in 500-cc. bottles. 
Children’s units in general hospitals, | am told, are 
money-losing propositions. They will continue to 
exist, however, and are necessary for the care of 
— diseases and for the minor surgical proce- 
dures. 

The future of children’s hospitals is bright for 
the simple reason that pediatricians long have 
known and parents recently have become aware that 
the refinements of child care are possible only where 
it is feasible to have specially trained personnel in 
all phases of children’s care. In the not too distant 
future I am sure that most cities with a population 
of 200,000 or more will have children’s hospitals. 
Large cities will have more than one. Every medical 
center of any size should have a children’s hospital 
where the best in medical and surgical care is avail- 
able from experienced men. Parents should be able 
to come to such centers with justifiable conviction 
that their children will receive the best care known 
at the time and that, if nothing can be done for their 
child, they can get personal appraisal of the situa- 
tion and advice about the future care of a hopeless- 
ly ill or deformed child. 

Children’s centers which are part of a university 
should be separate to be effective. By separate I do 
not mean physically, but from an administrative 
viewpoint. In fact, it is an advantage for a children’s 
hospital to be part of a medical university campus. 
But the hospital should be run as a separate unit. 
The roentgenologist and his technicians, the pathol- 
ogist and his staff of workers, graduate nurses, resi- 
dents, aides, and other full-time staff members—all 
should be giving their time only to the children’s 
hospital. So long as such important people as roent- 
genologists and pathologists divide their time, the 
children’s department will suffer. Adult depart- 
ments, being by far the larger, naturally receive 
first consideration in service; as a result routine pro- 
cedures are geared to adults rather than to children. 

Take such a simple procedure as getting an x-ray 
film of the chest of an infant. If it is done in the x-ray 
department of the general hospital, the technicians 
will lay the child on a table and take a picture of 
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the chest. It will not be a true anteroposterior view, 
and there will be deceptive shadows on the film, 
representing the baby’s waving arms. Technicians 
are accustomed to taking x-ray pictures of the adult 
chest with the patient standing. The baby cannot 
stand, so they lay it down and the unaccommodat- 
ing infant will not lie flat on his back. The x-ray 
pictures show a touch of Picasso in his darker 
moods. 


Here is a true story if you think I am exaggerat- 
ing. A 4-month-old female infant was sent to us 
with a diagnosis of tumor in the chest. The six 
roentgenograms, taken in a well-known general 
hospital, were on 14-by-17 films, all including the 
entire child. The bones of the feet were normal- 
appearing. An anteroposterior and a lateral 8-by-10 
film taken with the infant in the upright position 
(done by holding her up by her hands ) straightened 
out the distorted shadows, brought the diaphragm 
to its proper position, and pictured a not abnormal 
but slightly enlarged thymus. 

Size of Children’s Hospitals.—How large should a 
children’s hospital be? It is doubtful whether a 
hospital of less than 100 beds can be efficient. Prob- 
ably about 200 to 250 is ideal in a community large 
enough to support a hospital of such size. A notable 
exception of tremendous success with a large chil- 
dren's hospital is that of the Toronto Hospital for 
Sick Children. I am inclined to think that our 
neighbors to the north are better planners that we 
have been. They have three wonderful children’s 
hospitals in three large cities—Montreal, Toronto, 
and Winnipeg. It was recently my pleasure to be at 
the dedication of the Winnipeg Children’s Hospital 
—a 200-bed structure, beautifully planned and cost- 
ing about 3 million dollars. It is to serve the prov- 
ince of Manitoba, which has a population of less 
than a million people. Here is something to think 
about. The money for this hospital was raised en- 
tirely by the people of Manitoba without govern- 
ment help. And to make this feat still more impres- 
sive, the campaign for funds ran concomitantly with 
a similar drive for expansion and building of a gen- 
eral hospital. 

Perhaps we in the United States have not allowed 
our imagination free rein in providing hospitaliza- 
tion for our sick children. Nothing in the world is 
more universally appealing than a sick child. We 
all get a number of requests each spring to give to 
some worthy organization which is sponsoring sum- 
mer vacations for poor city children. On the bro- 
chure is a picture of a ragged, dejected, tear- stained 
child sitting on the curb along some hot, dirty 
street. The caption is, “Will You Send This Boy 
to the Country for a Two Weeks’ Vacation?” What 
do we do? Of course, we send them a check and the 
child goes to the country. The same principle will 
get us children’s hospitals. 
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Role of Children’s Hospital Surgeon-in-Chief 


It has long been a custom to have in each recog- 
nized children’s hospital pediatrician-in-chief. 
Some are on a full-time basis; all spend the major 
portion of their time in the hospital. Pediatrics, 
about 50 vears old as a specialty, is so well estab- 
lished that no one any longer questions the neces- 
sity of having a capable pediatrician in charge. Of 
equal importance are a full-time roentgenologist, pa- 
thologist. and eventually a pediatric anesthesiol- 
ogist, and others. 

I want to speak only of surgery. In every well- 
established children’s hospital there should be a 
surgeon who devotes all of his time to pediatric 
surgery. On the following statements there will be 
much legitimate difference of opinion. This is just 
one opinion. During this developmental period, 1 
believe the pediatric surgeon should be on a geo- 
graphical full-time basis. His office should be in the 
hospital. He should be paid some sort of a salary 
and have the privilege of making a certain amount 
of money from private practice. All money above 
a specified figure should revert to the hospital or 
university to be used according to the policy of the 
institution. 

The advantages of having the surgeon-in-chief in 
the hospital all the time are great: He is available 
to direct and supervise all emergencies; to check 
constantly on details of postoperative care; to come 
to the operating room on a moment's notice to con- 
fer with his regular or resident staff about some 
surgical procedure or unusual anomaly; to discuss 
with the surgical residents inummerable matters 
about hospital procedures; and to help residents 
and sometimes members of the surgical staff with 
the writing of papers and preparation of case re- 
ports for hospital presentation. 

Another great advantage of having the surgeon- 
in-chief on a full-time basis is the simple fact that 
he is a human being with a normally acquisitive 
nature. The fact that his salary is fived makes him 
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gracious—he actually appears magnanimous—in re- 
ferring private patients to the younger surgeons on 
his staff. As surgery grows in the hospital, the 
younger men, on a private fee-for-service basis, will 
be more apt to make themselves available—will 
spend much more time in the hospital—and conse- 
quently will grow in surgical stature. It can happen 
aa fact, I have seen it happen—that one of the 
nger men makes more money that the chief. So 
what! T That great leveler of all incomes—the Internal 
Revenue Service—helps solve that problem. 


Pediatric Surgery, a Growing “Child” 

Pediatric surgery is still a child in the specialties 
of medicine. What is important from the social view- 
point of the general surgical profession is the fact 
that he is legitimate, born of wedded parents who 
wanted a child to fill a sorely neglected spot in the 
family of surgical specialties. This infant, born and 
nurtured originally in Boston in the Children’s Med- 
ical Center and given birthday presents by a few 
scattered surgeons throughout the country, is now 
a growing youngster howling for food and demand- 
ing recognition. Although it is still felt by some that 
this child is not fit to play with the children of the 
elite, his behavior has been good and he is being 
invited to an occasional birthday party on the right 
side of the tracks. It does appear that our darling 
boy was snubbed at the party of the American 
Board of Surgery, but that may have been a mis- 
understanding. Rebuffs in childhood are part of 
growing up and have to be taken in stride. I have 
no doubt that his future exemplary behavior will 
later win the desired invitation. 

In this still rather new field of pediatric surgery, 
our objective is singularly simple—better treatment 
of the surgical ills of childhood and more thought- 
ful attention to correction of the congenital mal- 
formations with which it is the misfortune of some 
children to be born. 
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Death from Smog.—Ozone or oxidant-type smogs, now known to be formed by the action of 
sunlight upon stagnant inversion air masses containing unburned hydrocarbons and nitrogen 
oxides from liquid-fuel motor exhaust fumes, have been present in Los Angeles for more 
than a decade and are now appearing with increasing frequency in other American cities as 
the density of motor transport vehicles increases. Although ozone was formerly considered a 
harmless (and perhaps beneficial) atmospheric ingredient, it is now recognized that concen- 
trations of it above 0.2 ppm are potentially harmful to exposed plant and animal life. Its 
maximal allowable limit for industrial in-plant workers has recently been reduced from 1.0 
ppm down to 0.1 ppm (barely detectable by a keen sense of smell). The present report shows 
a clearly significant association between Los Angeles smogs and rises in day-by-day respira- 
tory and cardiac deaths in the exposed population. There no longer exists a reasonable doubt 
that this smog-death relationship is real and of significant proportions. The community health 
hazard thus generated calls for prompt and energetic measures to lessen pollution of urban 
atmospheres with liquid-fuel motor exhaust gases, as well as establishing the best possible 
control over all other known polluting sources.—C. A. Mills, M.D., Respiratory and Cardiac 
Deaths in Los Angeles Smogs, The American Journal of the Medical Sciences, April, 1957. 
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RESPIRATORY DEATHS ASSOCIATED WITH ASIAN INFLUENZA EPIDEMIC 
REPORT OF TWENTY-THREE CASES 

Richard E. Herrmann, M.D., George I. Ogura, M.D., Edward S. Johnson, M.D., Henry W. Toll Jr., M.D. 
Wiha, M.D, Deover 


During recent months, in many parts of the world, 
including the United States, the incidence of influ- 
enza has reached epidemic proportions. A new type 
of influenza was first reported in Hong Kong in 
April, 1957, after which it spread rapidly through- 
out Asia. United States Navy personnel in Japan 
contracted the disease and returned with it to the 
west coast of the United States, and at the same 
time foreign civilians suffering from similar symp- 
_— entered the United States in Florida and New 
York." 

In early September, 1957, sporadic reports of in- 
fluenza, by then called “Asian flu,” numbered tens 
to hundreds of cases throughout the United States.’ 
The etiological agent was identified as a Far East 
(FE) strain of type A influenza virus." By the end 
of September, the cases numbered hundreds of 
thousands. In reports by the U. S. Public Health 
Service, very few deaths were listed.’ In an October, 
1957, publication,’ only two deaths from Asian in- 
fluenza had been reported. In a description of an 
epidemic in a Canadian girls’ camp, * it was reported 
that “no serious sequelae are known.” 

In Colorado, there were 129 cases of influenza 
reported to the Colorado State Public Health De- 
partment in August, 1957. In September, 1957, 789 
cases were reported and in October, 1957, 19,934 
cases. During the month of October, 1957, 93 
deaths were reported as having been due to acute 
respiratory disease (including laryngotracheobron- 
chitis, pneumonia, and influenza). This compares 
with an average of 54.2 deaths from these causes in 
the month of October for the preceding five years. 

Public Health Department officials have esti- 
mated that school absenteeism in Colorado in Octo- 
ber, 1957, has averaged approximately 40%, with a 
range from 10 to 80%. So far, influenza virus ( A/Ja- 
pan/305/57) has been isolated from six different 
areas of Colorado in at least 27 different individuals. 
Colorado has had an increased incidence of influ- 
enza in October, 1957, which is of epidemic pro- 
portions, as may be seen from the following data: 
in 1953, 81 cases of influenza were reported in Colo- 
rado in the month of October; in 1954, 26 cases; in 
1955, 49; in 1956, 55; and in 1957, 19,934 (this fig- 
ure does not include the city and county of ciembede 
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Coroner's Office, City and County of Denver. Dr. Herrmann is a 
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Twenty-three consecutive cases of unex- 
plained, unusual, or unattended deaths were 
reported to the Denver coroner's office from 
Oct. 3 to Oct. 20, 1957. An acute respira- 


respiratory disease; in four cases, symptoms 
suggesting minor respiratory disease; and in 
six cases there was a definite history of “flu,” 
although this was mostly a diagnosis made 
by relatives. In most of the cases, there were 
laryngeal, tracheal, and bronchial inflamma- 
tory changes in excess of whot was to be ex- 


The incidence of deaths attributed to acute res- 
piratory infections by the coroner's office of the 
city and county of Denver has also increased dur- 
ing October of 1957, as may be seen from the fol- 
lowing figures on the number of deaths due to this 
cause for the last five vears (figures are for Denver 
only): in 1953, 2 deaths; in 1954, 3; in 1955, 6; in 
1956, one; and in 1957, 25. 

It is the purpose of this paper to report the clini- 
cal, pathological, and bacteriological findings in 23 
cases of death due to acute respiratory inflammation 
associated with an epidemic of Asian influenza. In 
addition, we shall make some comparison of these 
findings with those reported from previous influenza 
epidemics. To date, there have been no reports of 
this sort in the literature regarding this current 


epidemic. 
Materials and Methods 


Our series represents 23 consecutive cases of un- 
explained, unusual, or unattended deaths reported 
to the Denver coroner's office on which routine 
autopsies were performed and in which an acute 
respiratory inflammation was considered to be the 
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tory inflammation was considered to be the 
couse of death. The primary complaint in 
eight cases was symptoms suggesting severe 

. pected in the usual sudden or unattended 

4 deaths due to acute respiratory inflammation 

_— commonly seen. Bacteriological studies re- 
covered pneumococci and micrococci in 17 
of the cases. The question of antibiotic therapy 
of influenza is raised particularly in patients 
suffering from other diseases. 
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cause of death. These cases extend from Oct. 3 to 
Oct. 20, 1957. Autopsies were performed from with- 
in 2 to 36 hours after death. In each case, the rela- 
tives or close friends of the decedent were inter- 
viewed by a coroner's investigator in an attempt to 
obtain some medical history. These histories were 
in many instances disappointing. In cases in which 
there was medical attendance preceding death, the 
attending physician was contacted. In only one of 

se cases was the patient hospitalized, and for 
this patient laboratory data are lacking. At autopsy, 
bacteriological studies were obtained routinely from 
the tracheobronchial tree and lungs, and in some 
instances these studies were supplemented by laryn- 
geal cultures, blood cultures, and cultures from 
other sites of inflammation (i. e., pleural cavity). 


Fig. 1 (case 7).—Severe laryngitis, with heavy exudate, 
mucosal destruc 


tion, and submucosal infiltration of leu- 
kocytes. 


In 15 cases, material, including blood, trachea, 
heart, lungs, kidney, liver, and brain, was frozen 
and forwarded to local and national Public Health 
laboratories for virus studies. 


Results 


The age incidence for the 23 cases is as follows: 
less than 3 months of age, 4; from 3 months to 5 
vears, none; from 5 to 10 years, 3; from 10 to 20 
years, 1; from 20 to 30 vears, 2; from 30 to 40 vears, 
none, from 40 to 50 years, 6; from 50 to 60 years, 
5; and from 60 to 65 years, 2. The average duration 
of symptoms was 3.5 days. The range was from one 
to seven days. In six cases, the duration of symp- 
toms was not known. 
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The primary complaint in eight cases was symp- 
toms suggesting severe respiratory disease (such as 
cough, chest pain, fever, hemoptysis ); in four cases, 
symptoms suggesting minor respiratory disease 


Taste 1.—Primary Isolated from Twenty-three 


No. of 

Pathowenic Ore anism Cases 
and beta henmolytie 1 
Prietlander’« bacilli and alpha 


(such as “cold,” rhinorrhea, mild cough); in two 
cases, fever; in two cases, malaise; in one case, 
shortness of breath; and in one case, sore throat. 
In five cases, no satisfactory or pertinent history 
was obtained. In six cases there was a definite his- 
tory of “flu,” although this was mostly a diagnosis 
made by relatives and in no instance were virus 
studies performed prior to death. 


Fig. 2 (case 17).—Bronchiolitis, with intraluminal mucus 
and leukocytes. 


Associated illnesses were chronic alcoholism in six 
cases; epilepsy in two; prematurity in one; chronic 
rheumatoid arthritis in one; Mongolism in one; and 
bronchiectasis in one. 
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In 16 cases no treatment was given; in 2, treat- 
ment of unknown type; in 2, aspirin and/or cough 
syrup; in 2, penicillin only; and in one, multiple 
antibiotics. The two patients who were treated with 
penicillin alone received only one injection in one 
case, and two injections (dosage unknown) in the 
other, both within 18 hours of death. The patient 
who received multiple antibiotic therapy was ill 
with terminal lobar pneumonia when first seen. 
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unattended deaths due to acute respiratory inflam- 
mation commonly seen in this office. The changes 
varied from moderate submucosal edema and hy- 
peremia involving the pharynx and larynx with 
some tracheal congestion to severe necrotizing in- 
flammation of the entire laryngotracheobronchial 
tree with thick, semisolid mucus causing partial to 
complete obstruction in some cases (fig. 1). Thiere 
were excessive secretions in most cases, often thick, 


Taste 2.—Postmortem Findings in Twenty-three Deaths due to Acute Respiratory Inflammation 


of Acute Inflammation’ 


Age, Bron. ot (other Acute ther 
Neo. Vr. Sex Laryox Trachea Bronehi chick Poeumonia Respiratory Pathology Pathological Findings 
1 +++ +44 None Hilar pulmonary edema 
+ + + +++ Lober Acute hilar lymphadeniti« Fatty metamorphosi« of liver: 
aleoholiem 
F Unknown + ++ +++ Lipid Mongoliem 
“ Unknown + ++ +++ Lober Acute pleuriti«: bilar lymphadeniti« Fatty metamorpheosi« of liver; 
aleohoticm 
> F ++ + Premature 
poeumenia 
» Unknown +4 ++ ++ Bronche- Pulmonary edema Encephalomatacia: cirrhosis of liver 
preumonia 
6 +++ + + Interstitial Acute emphysema 
+44 +++ +++ None Actite emphysema Fatty metamorphosi« of live 
of tract; 
° M +++ +44 ++ Bronehe- Fatty metamorphosi« of liver 
poeurmenia 
M ++ + + + Lobarand Empyema, left, acute metamorphesi=« of liver; 
ronie rheumatoid arthiritis 
poeumenia 
M + ++ Fibrinews Pulmonary edema; bilar lymph node Pulmonary ehronie stomach 
with hyaline hyperpirsia uleer: aleoholiom 
membrane 
- M oe ++ ++ +++ Leber Acute hilar lymphadeniti« Atrophy of liver 
Smo. M ++ ++ ++ + Interstitial Pulmonary edema: emphyeema, acute Meningiti«, minimal 
M + + ++ ++ Lober Cirrhosi« of liver, with liver fallure 
aa +++ +++ Lobar and Fatty metamorphosi« of liver 
tyes. 
poeumenia 
1" 7 r ++ +++ +++ + Interstitial Emphysema 
17 M ++ +++ +++ +++ Brenche- Bronehiectasi« emphysema 
pheumonia 
++ +++ +++ ++ Interstitial Hilar lymph node hyperplasia Cerebral edema 
M Unknown +4 ” None Felema, hones Healed pulmonary tuberculosis; 
tatty metamorphesi« of liver, severe; 
panereatitix, chronic 
++ +++ +++ +++ Leber Pulmonary etema and hemorrhage Cerebral ectema 
r ++ +++ ++ FPibrinows Large papillary ev«tadenoma of owary: 
and early chronic pyelonephritis: uremia; anemia 
preumenia 
with hvaline 
tneml rate 
M + + +++ Bronehe lung, multiple Arteriosclerosi«, severe: old myocardial 
preumenia infaretion 
Imo. F + ++ Bronehe 
pheumeontia 


* Degree of acute inflammation is indicated as follows: @ = nome: + = miki: ++ = moderate; +++ = severe. 


The results of bacteriological cultures were 
studied for pathogenic organisms and are summa- 
rized in table 1. In the cultures from which pneu- 
mococci were isolated, colonies tended to occur in 
large numbers and often were strikingly mucoid in 
character. All of the micrococci (staphylococci ) 
considered pathogenic gave postive results for the 
coagulase test and fermented mannitol. Postmortem 
findings are listed in table 2. 


Comment 


In most of the cases, there were laryngeal, tra- 
cheal, and bronchial inflammatory changes in excess 
of what was to be expected in the usual sudden or 


ropy, and tenacious; in others, profuse, bubbly, and 
fluid. Microscopically, the major features in most 
instances were laryngeal and tracheal desquama- 
tion, submucosal hyperemia, and a wide variety of 
inflammatory cells present in variable quantity. In 
the bronchi, plugs of mucus and clusters of neutro- 
phils was the common picture. In a few, there was 
acute bronchiolitis (fig. 2). 

An attempt was made to classify the type of 
pneumonitis found in connection with degree ot 


laryng ronchial inflammation. The follow- 
ing divisions are made: relatively pure laryngo- 
tracheobronchitis with no pneumonia, three cases; 
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laryngotracheobronchitis with interstitial pneumo- 
nia, four cases; . laryngotracheobronchitis with a 
patchy bronchopneumonia, six cases; acute laryngo- 
tracheobronchitis with chronic lipid pneumonia, 
one case; primarily lobar pneumonia with varying 

of | an 


degrees g 
primarily fibrinous pneumonia with varying Quen 
of laryngotracheobronchitis, two cases. 


Fig. 3 (case 21).—Pneumonia, with edema, fibrin forma- 
tion, slight leukocytic infiltration, and hyaline membrane 
formation. 


The last type listed is especially interesting. 
Grossly the lungs were externally patchy, dark blue- 
gray, and firm. On section, the parenchyma was 
excessively moist; a gray-brown watery fluid ran 
out freely, and the parenchyma was dark red and 
firm. Microscopically, there was extensive filling of 
of the alveoli with pink fibrin and, in areas, there 
was a hyaline membrane formation lining some of 
the alveolar walls (fig. 3 and 4). This is consistent 
with the pneumonia classically attributed to in- 
fluenza. 

The cases classified as interstitial pneumonia oc- 
curred in four of the total of seven persons under 
10 years of age. This was similar to that type of 
pneumonia commonly seen in infants, particularly 
when associated with cases of unexpected death. 
In several instances, atelectasis and acute focal 
emphysema was noted and is attributed to bronchial 
and laryngeal obstruction from excessive secretions. 
Hilar lymphadenopathy was variable in type and 
degree. Some cases showed acute neutrophilic infil- 
tration; others showed mononuclear infiltration, 
edema, and hyperplasia. 
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Of some interest is the occurrence of a history of 
alcoholism and/or chronic liver disease in 11 out of 
the total of 13 persons over 30 years of age. Fatty 
metamorphosis of the liver was frequent; there 
were two cases of cirrhosis and one of hepatic 
atrophy. 


Comparison with Previous Influenza Epidemics 


During and after the great influenza pandemic 
from 1918 to 1920, many reports of the pathological 
findings in this disease appeared in the literature. 
These reports did not always agree with each other, 
as a wide variety of acute respiratory diseases were 
found. Although at that time the etiological agent 
of influenza was believed to be Bacillus influenzae 
and this organism was recovered from many cases, 
a large number of other respiratory pathogens, in- 
cluding Pneumococcus, Streptococcus, Micrococcus, 
were also found. Since 1933 when the virus of hu- 
man influenza was isolated by Smith, Andrewes, and 
Laidlaw, the concept of the pathogenesis of influen- 
za has been more clear. However, the statement of 


Fig. 4 (case 21).—Hyaline membrane formation in al- 
veolus. 


Boyd * concerning influenzal pneumonia still ap- 
plies: “One of the greatest difficulties is to distin- 
guish between the lesions of a pure infection and 
those due to secondary invaders.” Factors which are 
apparently responsible for some of the variety of 
lesions seen post mortem in persons clinically suffer- 
ing from influenza are age and degree of resistance, 
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severity of initial infection, duration or stage of 
disease at death, and the predominating organism 
acting as a secondary invader. 

In 1928, Opie summarized the pathology of influ- 
enza from the many reports which followed the 
1918-1920 epidemic.’ Here again, a wide variety of 
pneumonias were described and recognition of the 
“anomalous nature and variety of lesions” was made. 
Opie wrote that the most characteristic changes of 
influenzal pneumonia occurred in the smaller bron- 
chi and that the changes in the trachea and larger 
bronchi were such as might favor the penetration 
of bacteria into the lower respiratory tree. In the 
small bronchi, the lumina were found to be filled 
with a mucopurulent exudate with little lung in- 
volvement except for acute emphysema. 

Opie classified many types of pneumonia in the 
great 1918-1920 epidemic, including six types of 
bronchopneumonia, lobar pneumonia, suppurative 
pneumonia characteristic of hemolytic Streptococ- 
cus, suppurative pneumonia characteristic of Micro- 
coceus, and other more chronic residual findings 
such as bronchiectasis, empyema, and emphysema. 
One of the important types of bronchopneumonia 
classified was “acute or fulminating influenzal pneu- 
monia” which was characterized by rapid onset, 
short duration, pulmonary edema, hemorrhage, and 
alveolar fibrin deposition with hyaline membrane 
formation. 

This latter type has become recognized as typical 
influenzal pneumonia in textbooks.” We believe 
that at least two of our cases filled these criteria. 
In the other cases, we feel that the pneumonias 
found and the degree of inflammation of the respir- 
atory passages are in conformity with the “ano- 
malous” nature of pneumonias previously de- 
scribed. 

Other findings which were reported as features 
of the 1918-1920 epidemic were acute purulent 
sinusitis, skin petechiae and vesicles, Zenker's de- 
generation of skeletal muscle, marked pleuritis, fatty 
changes in the aortic intimae, liver and pancreatic 
necrosis, adrenal hemorrhage, and testicular degen- 
eration. None of these changes were present in any 
significant amount in our cases. We did observe 
consistently acute visceral congestion and mild de- 
generative changes in such organs as the heart and 
kidneys. In general, in our relatively few cases, the 
age group was more widespread than in the 1918- 
1920 epidemic, and the duration of symptoms was 
shorter. 

Summary and Conclusions 


In an epidemic of Asian influenza proved to be 
due to virus A/Japan/305/57, 23 consecutive deaths 
were found on autopsy to be due to acute respira- 
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tory inflammation. These represent an increase in 
such cases to eight times those seen in the Denver 
coroner's office for comparable months of the pre- 
ceding four years and imply a higher mortality 
associated with this disease than previously be- 
lieved. These deaths occurred in a wide variety of 
age groups, generally after illnesses of short dura- 
tion, mainly in persons who did not receive medical 
care, and often in individuals suffering from chronic 
diseases. 

Bacteriological studies recovered pneumococci 
and/or micrococci (staphylococci) from 17 of the 
cases (results of the coagulase test were positive 
and the organisms fermented mannitol ). Virus stud- 
ies are still pending to date. Autopsies revealed 
that an unusual degree of laryngotracheobronchial 
inflammation was present. A variety of pneumonias, 
from interstitial in infants to lobar in adults, was 
noted. This is comparable to the “wide variety” of 
pneumonias found after the 1918-1920 influenza 
epidemic. At least two cases of pneumonia charac- 
terized by fibrin exudate and hyaline membrane 
formation in the alveoli are believed to be consist- 
ent with those classically described as influenzal 
pneumonia. 

The question of antibiotic therapy of influenza 
is raised particularly in patients suffering from 
other diseases. Of special significance is the occur- 
rence of alcoholism and/or chronic liver disease in 
11 out of 13 deaths in persons over 30 years of age. 
It is suggested that these individuals should receive 
careful medical attention and adequate prophylac- 
tic antibiotic treatment. 

Department of Health and Hospitals, West Sixth Avenue 
and Cherokee Street (4) (Dr. White). 

Dr. Joseph Cannon and Mr. A. J. Sweeney of the Colo- 
rado Department of Public Health supplied data regarding 
incidence of respiratory disease and reported deaths in Colo- 
rado. 
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COMPREHENSIVE OR “SINGLE PLAN MAJOR MEDICAL” INSURANCE 
Elmer Hess, M.D., Erie, Pa. 


I have been interested in the health insurance 
program for many years. Convinced that some form 
of voluntary insurance was the medical profession's 
answer to the growing demand for compulsory gov- 
ernmental controlled insurance, we in the profession 
supported, singlehanded, the voluntary program to 
help people pay for medical care. In the years that 
have followed, it was only natural for the private 
insurance industry to come into the health field, and 
various types of policies are now available under 
various programs. There have also been the usual 
run of policies sold by enthusiastic salesmen that 
promised everything and in reality gave little. Grad- 
ually, these insurance programs have been elimin- 
ated. However, when a relatively new form of health 
insurance achieves the rate of growth of so-called 
comprehensive insurance, it behooves the medical 
profession, in the public interest as well as its own, 
to study carefully the implications of the phenome- 
non. (The term “comprehensive insurance” as used 
throughout this paper and in the health insurance 
field generally refers to a relatively new form 
medical expense insurance which, (1) after the in- 
dividual pays a small initial deductible amount, (2) 
provides reimbursement of a substantial pro 
(75% or more) of expense incurred for virtually the 
entire range of medical expense, (3) in or out of a 
hospital, (4) up to high over-all maximum amounts 
(5) without arbitrary fee schedules or other “inside 
limits” and (6) permits complete freedom in selec- 
tion of physician, hospital, or other source of medi- 
cal care. This coverage differs from conventional 
“basic” health coverage [insured or Blue Cross/Blue 
Shield] which generally provides benefits only for 
hospitalization [with limited length of stay] and 
surgery [on a scheduled maximum fee basis]. It 
also differs from conventional major medical, which 
simply provides benefits superimposed on_ this 
“basic” coverage and payable after a_ relatively 
large intervening deductible—$100 or more. ) 

Physicians have learned long since that insurance 
carriers and the insured are by no means the only 
parties to health coverage. Physicians are intimately 
involved as well, and have a substantial stake in 
the success of wisely conceived and well-adminis- 
tered insurance plans. Conversely, it is equally true 
that both the insurers and the insured have a stake 
in the medical profession's appraisal of particular 
forms of coverage. 

So “comprehensive” coverage, the fastest growing 
form of health insurance in the nation today, de- 
serves the close scrutiny of the thousands of physi- 
cians who are already, or soon will be, involved in 
its operation. 


The advantages of a comprehensive plan 
for medical insurance ore illustrated by the 
experience of a company with 315,000 em- 
ployees. More thon 98%, of the employees 
participate in the plan, which involves de- 


ability, the administrative economy affected 
by a $25-deductible provision, and the en- 
listment of the patient's personal economic 
interest in the amount and cost of the care he 
receives by having him pay 15% of the ex- 
cess of certain types of expenses above $225. 
The policies automatically take into account 
the normal variations of geography, compii- 
cations, and so on which inevitably affect 
what physicians, hospitals, nurses, or drug- 
gists must charge, and the philosophy back 
of this plan continues to reflect the principles 
of free enterprise. It deserves study as illus- 
trating the possibility of meeting the nation’s 
health needs by voluntary cooperation of 
patients, physicians, and all others involved, 
and is presented for the information of the 
profession. 


In the two years ended with 1956, a 27-fold ex- 
pansion in group comprehensive coverage lifted the 
number of insured from 51,000 to 1,413,000. In 1954, 
the Life Insurance Association of America reports, 
only 100 group comprehensive policies were written. 
In 1955, the total jumped to 600, and in 1956 to 
1,790. Today there appears no visible slackening in 
the rate of growth. 

It is claimed that this new form of insurance con- 
tains more than the basic coverage provided either 
in standard insurance company policies or in the 
“Blue” plans, and more than that provided by the 
major medical or “catastrophe” plans which are often 
superimposed on the basic plans. My first interest in 
this program occurred when the local General Elec- 
tric Company invited the Erie County Medical So- 
ciety to a meeting to hear an explanation of the 
comprehensive insurance program now made avail- 
able to their employees throughout their plants. 
Convinced that this type of program is here to stay, 
it occurred to me that the medical profession should 
have complete understanding of it. The following 
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pendents to a total of about three-quarters 
of a million people. Outstanding features of 
the plan are the wide coverage of expenses 
incidental to sickness, accident, and dis- 
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observations are made for the sole purpose of ex- 
plaining this insurance program as it has been de- 
scribed to me. 


Characteristics of Comprehensive Insurance 


Although the policies vary among the many com- 
panies providing them, the general distinguishing 
features of this new form of coverage are (1) the 
absence of the fee schedules found in the basic 
plans; (2) the breadth of its coverage, beyond sur- 
gery, hospitalization, and drugs, to home and office 
care, private-duty nursing, and other normally un- 
insured costs to patients; (3) its deductible features, 
under which the patient is usually required to pay 
$25 to $50 of his medical care costs cither on a 
vearly or per disability basis before the insurance 
pays any benefits (this feature corresponds to that 
in automobile collision insurance, and is designed 
to eliminate the “penny ante” claims which inflate 
administrative costs and yet can readily be budget- 
ed without insurance ); (4) its coinsurance features, 
under which the patient pays a share, relatively 
small, of his costs while the insurance pays the bulk 
hevond the deductibles (this feature is designed to 
maintain the patient's personal economic interest 
in the amount and cost of the care he receives); and 
(5) high benefit ceilings, running to $5,000 or $7,500 
in a vear and to $15,000 or more in a lifetime. 

Behind these specific features of comprehensive 
insurance lies a philosophy that departs in impor- 
tant respects from that underlying most convention- 
al health coverage. First, the philosophy of com- 
prehensive holds that the basic purpose of insurance 
is to help protect the insured against unpredictable 
costs—those which it would be unreasonable to ex- 
pect an average family to budget for on a continu- 
ing basis. The deductibles of $25 or $50 or so a year 
in comprehensive coverage reflect this philosophy. 
This prevents the insurance carrier from becoming 
merely a check-writing agency for paying the little, 
routinely predictable bills which the insured may 
reasonably be expected to be able to pay without 
assistance. If routine bills mount to proportions 
beyond the predictable, then the insurance will take 
effect. 

The philosophy also holds that it is not the fune- 
tion of health coverage to relieve the insured of all 
interest in the cost of the medical or hospital serv- 
ices he gets. Hence coinsurance is provided, under 
which the insured pays 20 or 25% of bills above 
the deductible while the plan covers the remaining 
75 to 80%. This gives the insured a continuing in- 
terest in the cost of his medical or hospital services 
—a built-in check on abuse of the plan. 

Comprehensive coverage also reflects a conviction 
that health insurance should provide the broadest 
possible range of protection, Hence it covers not 
only the traditionally insured areas of hospitaliza- 
tion and surgery but nearly all others where medical 
care costs may mount up. Once the deductible has 
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been met, a com plan will even cover 
treatment for hay fever. Exclusions from compre- 
hensive are few, such as dentistry, preventive med- 
icine, and routine optical treatment. 

A belief that fixed schedules for professional or 
hospital services are inappropriate also underlies 
comprehensive insurance. Except for normal preg- 
nancies, where the benefit may be fived, compre- 
hensive covers fees and charges that are reasonable 
and necessary under the circumstances. Thus, the 
policies automatically take into account the normal 
variations of geography, complications, and so on 
which inevitably affect what physicians, hospitals, 
nurses, or druggists must. charge. Finally, the ad- 
vocates of this type of insurance feel that the philos- 
ophy back of it more nearly reflects the principles 
of free enterprise. 


Advantages and Disadvantages 


For patients, physicians, insurance carriers, em- 
plovers, and others directly interested in this cover- 
age, comprehensive coverage has particular ad- 
vantages and disadvantages relative to the more 
conventional and older forms of health insurance or 
to the theoretically optimum coverage. Any over-all 
appraisal should consider the merits as to each of 
these interested groups and then seek to determine 
where the balance lies. For present purposes, how- 
ever, it is sufficient to highlight only the advantages 
and disadvantages to physicians and the insured 
patients. 

For these groups the disadvantages appear to be: 

The coinsurance feature of comprehensive quite 
understandably is not popular with patients who 
believe that their insurance should cover the entire 
bill for their health services. It is worth noting that 
no private indemnity insurance has yet been de- 
veloped, and probably never will be developed, that 
will cover everything and still be within the means 
of employers, individual employees, or both togeth- 
er, to buy. 

The deductible feature is not endorsed by those 
who believe that health coverage should pay the 
“first-dollar” or all medical bills even if it cannot 
cover those less frequent costs that rise to “catastro- 
phic” proportions. Many advocates of conventional 
or first-dollar coverage contend that catastrophic 
illnesses are so relatively rare that the insurance can 
well ignore them in favor of taking care of the more 
frequent illnesses of lesser proportions. They prefer 
to provide frequent aid to a lot of people—even aid 
the insured could provide for themselves—rather 
than less frequent aid to people who are really in 
need. 

The argument that comprehensive coverage 
should cover preventive medicine is also raised, 
just as it is against most conventional health insur- 
ance. Here again, actuaries point out that a com- 
prehensive plan that undertook to cover preventive 
medicine would be priced so high as to be un- 
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marketable on any broad scale. The medical pro- 
fession has tried for many years to teach the value 
of preventive medicine to the public. Good prenatal, 
infant, and child care, immunizations, and periodic 
health examinations are universally needed by all. 
They are far more important than liquor, cigarettes, 
movies, or a new television set but, like them, they 
are budgetable and not insurable items. 

The need for paper work, by physicians, among 
others, is also cited as a disadvantage of this form 
of insurance. There is, of course, the burden of some 
paper work that would not be necessary in the ab- 
sence of insurance. But, compared with convention- 
al health plans, it appears that comprehensive calls 
for no new paper work except in the areas of new 
coverage, such as for home and office visits or med- 
icines procured outside of hospitals. To eliminate 
the paper work required for insurance would be 
tantamount to eliminating the insurance, and there 
are few who would urge this course. It is worthy of 
note that comprehensive insurance, or any other 
for that matter, helps to reduce the paper work in- 
volved in efforts to collect overdue bills. So there 
are two sides to the paper work argument, and in- 
surance helps to reduce it as well as increase it. 

Perhaps the most serious disadvantage attribut- 
able to comprehensive coverage—and so far this 
seems only a theoretical disadvantage—is that it is 
highly susceptible to fee inflation by physicians. The 
AFL-CIO says that major medical insurance, pre- 
sumably including comprehensive, “will encourage 
a general inflation of medical costs because it pro- 
vides no system of responsibility and accountability 
by doctors or hospitals such as exists in direct serv- 
ice plans.” 

It is quite true that, because the coverage sets up 
no rigid fee schedules but only the general yard- 
stick of reasonableness, this insurance is susceptible 
to abuse. If abuse should become widespread, it 
could quickly kill off this form of coverage alto- 
gether. However, the general experience of insur- 
ance carriers to date indicates that physicians gen- 
erally have recognized their responsibility to keep 
their fees to patients covered by comprehensive 
plans at the same general levels as for any others. 

There is no reason now to believe that the pro- 
fession generally will do otherwise. If it does, then 
the profession will lose, and will deserve to lose, 
its battle for the preservation of private medical 
practice. 

As is well known, insurance per se does not create 
new wealth, and is no justification for increasing an 
otherwise reasonable fee for professional service. 
Probably the quickest way for physicians to sabo- 
tage the private practice of medicine—in the unlikely 
event they chose to do so—would be for them to 
try to capitalize on private insurance arrangements. 
These are, of course, one of the strongest present 
deterrents to socialized medicine. Personally, | am 
confident that our profession does recognize and 
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accept its responsibilities in this area. After all, these 
are not responsibilities to patients alone, but to 
ourselves as well. 

The advantages of comprehensive insurance have 
already been touched on in the earlier description 
of the coverage. But so that they may be poy oy 
against the claimed disadvantages, a somewhat ful 
er description is in order. 

I am informed that the high benefit ceilings, 
ranging up to $7,500 or even more in a year and to 
$15,000 or more for a lifetime (and even this ceil- 
ing may be reinstated by the insurance company 
under certain conditions), are probably the most 
dramatic advantages of this coverage over more 
conventional kinds. If this be true, these high limits 
are of benefit to patients, as well as physicians. 
Many of us, I am sure, have discovered from ex- 
perience that we must at least share, if not bear alto- 
gether, the financial burdens resulting from the 
lower limits imposed by conventional coverages. 

The flexibility inherent in comprehensive is of 
advantage to both physicians and patients. Tra- 
ditional coverage restrictions as to duration of bene- 
fits or allowances for particular medical services 
have been eliminated. This coverage contains no 
schedules of maximum surgical indemnities, no daily 
limitation on physicians’ services, and in general 
limits hospital room and board charges only to the 
usual semiprivate room rate for the particular hos- 
pital involved. This insurance, then, can take into 
account variations in medical charges reflecting 
complications, the geographical area involved, the 
particular needs of the patient, and any other spe- 
cial conditions applicable to a particular case. This 
flexibility afforded under the “reasonable and nec- 
essary” yardstick helps to put control of the degree 
and kind of treatment back into the hands of the 
medical profession where it obviously belongs. 

A further aspect of this flexibility, reflecting the 
absence of the usual dollar limits, permits the cov- 
erage to adjust itself automatically to necessary 
changes in medical costs and for possible changes 
in medical practices, such as in degrees of speciali- 
zation. There is no need for frequent revision of the 
plan or of any fixed schedules, as is necessary under 
the usual hospital-surgical-medical care program 
with fixed indemnities. 

The coinsurance feature, while claimed to be a 
disadvantage, may also be counted as an advantage. 
It should give the individual patient a continuing 
interest in the cost of his medical care. While 
neither coinsurance nor the nominal deductibles 
will deter him from seeking all necessary medical 
care, they may inhibit the unnecessary use of over- 
worked physicians or overcrowded hospitals. 

The breadth of coverage, extending into areas 
normally excluded under conventional indemnity 
insurance, is another advantage. Because this new 
insurance covers expenses incurred either in or out 
of a hospital, the patient need not seek confinement 
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in order to qualify for benefits. Services of regis- 
tered nurses, even in the home, are covered under 
comprehensive. Psychiatric care is also included 
under most comprehensive plans, although on a 
modified basis. Prescription drugs are covered, even 
when procured outside a hospital. 

Probably the clearest way to illustrate the opera- 
tion of comprehensive coverage relative to conven- 
tional forms is to examine particular cases to see 
how the benefits compared. It is true, of course, 
that there is no “typical” claim and that the relative 
merits of either form, or at least the relative indem- 
nities paid, will vary from case to case, However, 
where serious disabilities are involved and costs are 
high (and this is where insurance is most needed ) 
the comprehensive coverage is almost always of the 
greater value. 

In New York state, for instance, when a 3-vear- 
old boy covered by one comprehensive plan re- 
ceived second and third degree burns from the hot 
grease of a deep fat fryer, bills covering 83 days of 
hospitalization, blood transfusions, skin grafting, 
and other services mounted to $2,382. His compre- 
hensive coverage paid $1,981 or 83.1% of this total, 
whereas a standard policy would have paid only 
$975 or 41°% of the total. 

A New Jersey woman fell asleep watching a “late, 
late” television show, dropped her cigarette into her 
armchair, and suffered second and third degree 
burns over 48% of her body. Her bills came to 
$3,834. Of this, the comprehensive policy covering 
her paid $3,279, or 85% of the total. A standard 
coverage would have paid $1,915 or 50%. 

An elderly man suffering from myocardial in- 
farction ran up costs totaling $6,291. His compre- 
hensive coverage paid 75% of this, compared with 
the 18% that a standard hospital-surgical policy 
would have paid. The great spread in indemnities 
here reflects in large measure the fact that the com- 
prehensive coverage paid $2,027 for private-duty 
nursing, while the standard coverage would have 
paid none of this. 

Frequently, of course, it is the breadth of cover- 
age rather than the high limits that makes the 
difference. In the case of a “blue baby” born in 
Indiana, for instance, comprehensive coverage paid 
$322 or 85% of the $372 total costs, while standard 
coverage would have paid nothing. The reason is 
that under most insurance company plans, infants 
have not generally been covered until they are 14 
days old, and the Blue Cross plans generally ex- 
clude blood and blood plasma—the main expense 
in this kind of case. 

Comprehensive coverage does not invariably pro- 
vide larger benefits than conventional insurance. 
When hospitalization is involved and the disability 
is relatively minor, as in a tonsillectomy, standard 
coverage often pays more. In the case of a patient 
in need of repair of a hydrocele, conventional 
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coverage paid 100% of the $221.30 in bills incurred, 
while one comprehensive plan would have paid 
only 88% in this case. 

At this early stage in the development and ex- 
pansion of comprehensive coverage, no final ap- 
praisals are possible. It is worthy of note, however, 
that such preliminary judgments as are possible all 
indicate that comprehensive coverage is fulfilling 
its mission commendably. 


General Electric Company Report 


You will remember that earlier I stated that this 
information which I have given you was given to 
the Erie County Medical Society by the officials of 
the General Electric Company. We have one of the 
very large plants of this company in my home city, 
Erie, Pa. When the GE Comprehensive Plan was 
launched in 1955 it was described as providing the 
broadest medical expense coverage in American 
manufacturing. The plan with few exclusions covers 
all disabilities and divides all covered medical ex- 
pense into two types, A and B. Type A expense in- 
cludes semiprivate hospital room and board with no 
limit on number of days; all special hospital serv- 
ices; surgical fees, without a schedule, but subject 
to the test that they are “reasonable, necessary and 
customary”; diagnostic x-ray (in or out of hospital) 
without a schedule limitation; and local profes- 
sional ambulance service. In any calendar year the 
employee pays only a $25 deductible for himself 
and for any covered dependent before he is cligible 
for type A benefits in behalf of that individual. 
After the deductible the plan pays the next $225 of 
type A expense in full and 85% of the remainder. 

Type B expense includes services of physicians, 
including specialists, other than for surgery; special 
services outside a hospital (such as diagnostic 
laboratory, x-ray and radium treatments, oxygen 
and its administration, blood transfusions including 
blood or blood plisma); registered graduate nurses; 
drugs and medicines; rental of durable equipment 
and purchase of original artificial limbs or other 
prosthetic appliances; in any calendar year the em- 
ployee pays the initial $50 of type B expenses for 
any covered individual and then is reimbursed at 
the rate of 75% of any additional expense up to the 
maximum. 

Any type A deductible incurred can be applied 
against the type B deductible for that individual so 
that the combined deductible will not exceed $50 
per individual in a calendar year. The over-all max- 
imum benefits (types A and B combined) per in- 
dividual are $7,500 in a calendar year and $15,000 
for a lifetime unless reinstated. 

General Electric reports that two years of ex- 
perience with its Comprehensive Plan shows it to 
be measuring up to all expectations. Of the com- 
pany’s 315,000 employees, over 98% are participating 
in the plan. Only 1.4% chose conventional coverage 
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with catastrophe insurance superimposed above a 
deductible. Counting their ts, it covers an 
estimated three-quarters of a million people. Claims 
costs to date have been about as expected, the com- 
pany reports. Employees are taking full advantage 
of the coverage, and there is no substantial sign so 
far, the company says, that anyone is trying to take 
unfair advantage of the insurance. 

But this kind of insurance is, and will surely re- 
main, vulnerable to abuse if it is to retain the 
breadth and flexibility so essential in providing for 
health services. So its future growth and success in 
helping to meet the nation’s health needs will de- 
pend in large measure on voluntary cooperation in 
its use—not abuse—by patients, physicians, and all 
others involved. 


One last word: The purpose of this communica- 
tion is neither to praise nor to condemn any legiti- 
mate voluntary insurance program but to give the 
profession information about this one type of policy. 
It must always be remembered that the success of 
the free enterprise system depends upon how well 
all groups in American life subscribe to the volun- 


voluntary system, so far, has met all of our needs, 
and with minor adjustments has supplied to the 
American people the best medical care in the world. 
We have taken great strides forward in solving the 
economic problems concerned with the costs of 
medical care. 

501 Commerce Bldg. 


RUPTURE OF THE MARGINAL SINUS OF THE PLACENTA 
James Henry Ferguson, M.D., Miami, Fla. 


Rupture of the marginal sinus of the normally 
located placenta is one of the most frequent causes 
of bleeding in the last trimester of pregnancy. This 
proved to be true on the Tulane service at the 
Charity Hospital in New Orleans,' and the condi- 
tion is showing the same prominence at the Jackson 
Memorial Hospital—-University of Miami. The diag- 
nosis of rupture of the marginal sinus is not being 
made as often as it could be in many hospitals. 
One very basic reason for the infrequency of the 
diagnosis is the noncatastrophic nature of such a 
rupture. It is not a common practice to examine the 
placenta carefully if mother and baby have suc- 
cessfully come through a bleeding episode of 
relatively minor character. 

The diagnosis can only be made by a painstaking 
study of the placenta. The criteria I use are as 
follows: At the placental margin there is a clot 
that is continuous with a collection of clotted blood, 
adherent to the placental margin, in a structure that 
can often be identified as the marginal sinus. There 
is no evidence that clotted blood was ever inter- 
posed between the placenta and the uterus. There 
is no impression based on the clinical picture and 
examination of the placenta that the placenta sepa- 


Rupture of the marginal sinus of the 
placenta proved to be one of the most com- 


rated prematurely. Unless these criteria are strictly 
met, the diagnosis of rupture of the marginal sinus 
is not made. 

The observations reported here were made by 
me. With rare exceptions I examined all of the 
placentas as soon after delivery as convenient. The 
patients were from my own services. Important de- 
tails of the case histories were either observed by 
me or verified by discussion with the physicians 
who participated in the care of each patient. 


Frequency of Rupture of the Marginal Sinus 


During a period of six months (first and third 
quarters, 1954) at the Charity Hospital in New 
Orleans (Tulane service) there were 2,251 de- 
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under full government control and regulation. The 
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hospitals. This lesion has an important as- 
sociation with prematurity. Bleeding from the 
marginal sinus usually is not serious for the 
mother. The importance of the lesion lies in 
the necessity of differentiating it from more 
serious conditions such as abruption and 
placenta previa. 

From the Department of Obstetrics-Gynecology of the University of 
Miami School of Medicine and the Jackson Memorial Hospital. 
Annual Meeting of the American Medical Association, New York, 
June 7, 1957 
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liveries; the placenta was examined carefully in all 
cases of hemorrhage. The diagnosis of rupture of 
the marginal sinus was assigned only under the 
circumstances cited above. The most common cause 
of antepartum hemorrhage was rupture of the 
marginal sinus, with 33 cases. This was closely 
followed by bleeding in which the cause could not 
be positively determined by either the total clinical 
picture or the careful examination of the placenta 
(30 cases). In this situation the case was listed as 
“cause undetermined” and a diagnosis based on 
some tenuous suspicion was not assigned. Less 
frequent were abruption (13 cases) and placenta 
previa (6). There were 10 cases of cervicitis, 4 of 
low-lying placenta, and one of circumvallate pla- 
centa. 

The same type of search was made at the Jack- 
son Memorial Hospital. Although rupture of the 
marginal sinus was not the most common cause 
antepartum bleeding, it held a signal position in 
the list of diagnoses from a study that covered a 
period of one year (July, 1955—July, 1956). By far 
the greatest number of cases fell into the “cause 
undetermined” group (54). Abruption, rupture of 
the marginal sinus, and placenta previa were found 
to have practically the same incidence, with 34, 28, 
and 23 cases respectively. There were 11 cases of 
cervicitis, 3 each of low-lying placenta and circum- 
vallate placenta, and one each of vasa previa and 
vaginal varicosities. 

The search for rupture of the marginal sinus has 
continued at the Jackson Memorial Hospital as part 
of an effort to understand this syndrome better. 
From July 1, 1955, to April 1, 1957, there were 
8,527 deliveries and 47 cases of rupture of the mar- 
ginal sinus, a ratio of one case of rupture of the 
marginal sinus to 181 deliveries. 


Syndrome of Rupture of the Marginal Sinus 


The data from 98 cases of rupture of the marginal 
sinus | collected at the Charity Hospital in New 
Orleans and Jackson Memorial Hospital in Miami 
bring out some of the main clinical features of the 
syndrome. The two series are so similar there can 
be no objection to combining them into one analysis. 

An important observation is the association of 
prematurity (babies weighing 2,500 Gm. [5 lb. 
8 oz.] or less) with rupture of the marginal sinus. 
An insignificant number of these babies were de- 
livered prematurely because of the choice of the 
physician, such as is often seen in collections of cases 
of placenta previa. It is impossible to say whether 
rupture of the marginal sinus causes premature 
labor or vice versa. Forty-nine (50%) of 98 babies 
were premature. There were three stillborn babies 
and eight neonatal deaths, with very small infants 
predominating among these casualties. Rupture of 
the marginal sinus does not appear to carry the risk 
for the fetus that placenta previa and abruption do. 
The period of gestation in these 98 cases was what 
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one would anticipate with this many premature 
babies. The average length of pregnancy was 35.7 
weeks and the median length, 36.5 weeks. 

The incidence of toxemia was 7%, certainly not 
excessive for these reporting hospitals. The lack of 
a positive relationship between rupture of the mar- 
ginal sinus and toxemia helps to establish the 
uniqueness of rupture of the marginal sinus, par- 
ticularly its being something apart from abruption 
of the placenta. Recurrent bleeding was not a prom- 
inent feature of rupture of the marginal sinus in 
these cases. All but 8 of the 98 women had only 
the one and final episode of bleeding. 

Observations on the time between the onset of 
bleeding and the onset of labor bear out the sus- 
picion that there is some important relationship 
between the two. In 69 of the 98 cases the bleeding 
began before labor or so close to the onset of labor 
that it was difficult to establish the exact connec- 
tion. The bleeding began in the second stage in 
only seven instances. 

It has been demonstrated in several experiments 
that the blood in the marginal sinus is maternal 
blood. The amount of blood that is lost is charac- 
teristically not large. Only 7 of the 98 women lost 
more than 500 cc., while 65 lost 100 to 500 ce. 
and 26, less than 100. Not surprisingly, only one 
of these mothers went into shock. This lack of 
shock, combined with the lack of uterine pain, 
tenderness, and hypertonia join to help make clear 
that abruption and rupture of the marginal sinus 
are not the same thing. 

The mortality for these cases was zero. I have not 
heard yet of a woman with rupture of the marginal 
sinus who has died from it. We have seen that it 
is not directly of particular danger to the fetus. 
The importance of the condition lies in the necessity 
of differentiating it from abruption, low-lying pla- 
centa, and minor degrees of placenta previa. In 
particular, a clearer picture of abruption should 
emerge from a wider understanding of rupture of 
the marginal sinus. At both of the hospitals where 
the work reported here was done, many cases of 
rupture of the marginal sinus had previously been 
called abruption. | can only conclude that the same 
situation obtains in hospitals where the diagnosis 
of rupture of the marginal sinus is never or seldom 
made. This places us in a position where our ex- 
perience with and concept of abruption is watered 
with cases that are not abruption. Abruption is a 
very serious illness at the Charity Hospital and at 
the Jackson Memorial Hospital. “Mild” cases are 
unusual and make us suspect the accuracy of the 
diagnosis. The fetal mortality for abruption at the 
Jackson Memorial Hospital is nearly 90%, despite 
a readiness to do a hysterotomy. It will be reported 
in the future that in practically all of the cases 
of abruption at the University of Miami there is 
some disturbance of the clotting mechanism. Thus, 
although an abnormal bleeding tendency is not 
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clinically exhibited in each case of abruption, it has 
that potential. This grave accident of pregnancy, 
abruption, should not be confused with a relatively 
benign and more frequent diagnosis, rupture of the 
marginal sinus. 


Summary 


Rupture of the marginal sinus is one of the most 
frequent causes of bleeding in the later weeks 
of pregnancy. There is a growing appreciation of 
its existence. It is not particularly dangerous for 
the mother or baby. Rather, its importance lies in 
the necessity of differentiating it from abruption, 
low-lying placenta, and minor degrees of placenta 
previa, so these diagnoses can be more accurately 
cataloged. In particular, a clearer picture of abrup- 
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tion should emerge from a wider understanding of 
rupture of the marginal sinus. The diagnosis of 
rupture of the marginal sinus of the normally lo- 
cated placenta depends on a demonstration at the 
margin of the placenta of a clot that is continuous 
with clotted blood in the marginal sinus. At the 
same time, it must be demonstrated that the clot 
had not interposed itself between the uterus and 
the placenta. 
1000 N. W. 17th St. 
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CLINICAL EXPERIENCE WITH STREPTOKINASE ADMINISTERED BUCCALLY 
TREATMENT OF INFECTION AND EDEMA 
Joseph M. Miller, M.D., George C. Godfrey, M.D., Milton Ginsberg, M.D. 


V 
195§ 


The ability of streptokinase to influence the in- 
flammatory reaction when given intramuscularly in 
conjunction with one of the antibacterial drugs has 
been demonstrated.' The cause of the reversal of the 
inflammation is not known, but it is assumed that 
plasmin, an active lytic agent, is the fundamental 
force in this reaction. 

Experimental data indicate that streptokinase 
forms plasmin in the blood in two steps.’ 1. A 
stoichiometric reaction between streptokinase and 
proactivator occurs to form activator. 2. Activator 
acts upon plasminogen to create plasmin. Plasmin 
apparently produces a lysis of fibrin in the inflam- 
matory barrier about an area of infection. The 
viscosity of the edema fluid is reduced. Fibrin clots 
in the local vascular and lymphatic circulations 
are dissolved and the edema fluid is resorbed. The 
net result is an improvement in the local vascular 
and lymphatic systems. The humoral defenses, the 
immunological forces, and the antibacterial drugs 
can reach the bacteria in larger concentrations and 
therefore can combat them more effectively. If the 
inflammation can be restrained to a cellulitis, all of 
these defenses can act more effectively since the 
products of digestion of bacteria and tissues may 
provide material for the enhancement of the in- 
flammatory state. 


From the Surgical Service, Veterans Administration Hospital. 


The prophylactic use of streptokinase 
opens a new field in surgery. Extensive 
wounds may be repaired, with the resultant 
edema being a fraction of that ordinarily 
encountered. The use of streptokinase buc- 
cally in the treatment of infections must be 
considered an adjunct to thoughtful and 
competent surgical management. This sub- 
stance is not a substitute for careful surgical 
treatment, but the ingenuity of the surgeon 
will help to achieve maximal beneficial 
effects. The mechanism initiated by streptoki- 
nase by which inflammation and edema are 
reversed may permit the passage of bacteria 
from the site of infection to the resi of the 
body. It is mandatory, therefore, that the 
patients with an infection or suspected of 
having an infection be treated with an anti- 
bacterial drug concurrently with the strepto- 


kinase. 


Streptoki streptod ( Varidase ) was orig- 
inally ‘used as the source of streptokinase admin- 
istered intramuscularly. Although the results of 
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treatment were excellent, pain and tenderness at 
the site of injection and elevation of temperature 
were disadvantages when this material was ad- 
ministered. The use of a purified streptokinase 
produced similar therapeutic results and the ob- 
jections were practically eliminated." Intramus- 
cular injection of any medicament, however, is a 
source of annoyance to patients. An effective buccal 
preparation of streptokinase would eliminate this 
disadvantage. Accordingly, tablets which contained 
about 10,000 units of streptokinase were made with 
streptoki treptod used as a source of 
streptokinase. One tablet was placed in the buccal 
pouch twice a day for a minimum of three days 
and for longer if it were . The tablet dis- 
solved in about two minutes. The patients were 
cautioned not to swallow their saliva for about five 
minutes after the insertion of the tablet. All pa- 


or allay edema 19 times in 18 patients. The follow- 
ing cases are illustrative of treated in this 
series. 
Report of Cases 
Cast 1.—A 66-year-old man was admitted to the 
on Oct. 22, 1956, with a of varicose veins 
of the right leg of about two weeks’ duration. Tetracycline, 
0.25 Gm., was given orally every six hours from Oct. 22 
through Oct. 29. Streptokinase, 10,000 units, was given bue- 
cally every 12 hours from Oct. 22 through Oct. 25. The 
pain, tenderness, and edema were gone by Oct. 23. The 
by Oct. 24. A high ligation and strip- 
ping of the greater saphenous vein was done on Nov. 
Results of Treatment with Streptokinase Given Buccally 
Results 
Conditions Treated No Exe Poor 
1 an 1 
Contusion of braim ................. ee 
Hemorrhoids, thrombotic ......... i 1 
1 
Thrombophiebitis 
4 “3 


14. The patient was given tetracycline, 0.25 Gm., every six 
hours from Nov. 14 through Nov. 20. The wounds healed 
rapidly. The patient was discharged from the hospital on 
Nov. 21. 


Caste 2.—A 24-year-old man was admitted to the hospital 
on Nov. 13, 1956, with chronic hypertrophic tonsillitis. A 
tonsillectomy was done on Nov. 20. On Novy. 23, pain was 
noted in the right cervical region. Submandibular swelling 
on the right was noted on Nov. 24. Tetracycline, 0.25 Gm.., 
was given orally every six hours from Nov. 25 through Nov. 
29. Streptokinase, 10,000 units, was administered buccally 
every 12 hours from Nov. 25 through Nov. 27. On Nov. 26, 
a periapical abscess was found by a consultant from the 


Cast 3.—A 63-year-old man was admitted to the hospital 
on Nov. 21, 1956, with of an acute exacerbation 
of a chronic cholecystitis, An epidermoid carcinoma, meas- 
uring about 0.5 cm. in diameter, was found in the floor of 
the mouth. The abdominal symptoms receded under treat- 
noma of the mouth was excised on Dec. 10. 


Fig. 1.—Appearance of wound resulting from resection of 
lower lip with advancement of vermilion border. A, at time 
of operation, Jan. 8, 1957. B, Jan. 15. C, Jan. 23. 


Tetracycline, 0.25 Gm., was given orally every six hours from 
Dec. 10 through Dec. 13. Streptokinase, 10,000 units, was 
given buccally every 12 hours from Dec. 10 through Dec. 13. 
Edema did not form at the site of operation, and the wound 
healed rapidly. The gallbladder, which was chronically in- 
fected and contained calculi and a small adenocarcinoma, 
was removed on Jan. 8, 1957. The patient was discharged 
from the hospital on Jan. 25. 

Case 4.-A man was admitted to the hospital on Nov. 
22, 1956, with a gunshot wound of the lower left leg 
incurred on the same day. He was given | cc. of tetanus 
toxoid at another institution and then transferred to this hos- 
pital for further treatment. After a negative intradermal test, 
the patient was given | cc. of combined antitoxin containing 
1,500 units of tetanus antitoxin, 2,000 units of Clostridium 
welchii antitoxin, and 2,000 units of Cl. septicum antitoxin 
on Nov, 22. Tetracycline, 0.25 Gm., was given every six hours 
from Nov. 22 through Dec. 11. On Nov. 27, urticaria was 
noticed at the site of the intradermal test and the site of in- 
jection of the antitoxins in the left deltoid muscle was edema- 
tous. Diphenhydramine (Benadryl), 0.05 Gm., given by 
mouth, produced a slight diminution in the erythema but 
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dental service, and the involved tooth was extracted and 
drainage provided for the abscess. The swelling was gone on 
Nov. 28. The patient was discharged from the hospital on 
Nov. 30. 

ay 
Ss 

| 

4 

tients were given one of the antibacterial drugs 

concurrently with the streptokinase. Sixty-two con- 

ditions in 57 patients were treated (see table). , 

Streptokinase was used prophylactically to prevent — am 
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not 


disappeared 
9. Healing took place rapidly. The patient was discharged 


a thrombophlebitis 
of about 10 days’ duration (fig. 2). Tetracycline, 0.25 Gm., 


Fig. 2.—Thrombophlebitis and cellulitis of right leg on, 


A, March 11, B, March 12, and C, March 14, 1957. 


was given orally every six hours from March 11 through 
March 16. Streptokinase, 10,000 units, was given buccally 
every 12 hours from March 11 through March 16. On March 
12, the erythema and the induration disappeared. The edema 
was gone from the thigh and was only slight in degree in the 
lower leg on March 13. On March 14, the edema in the lower 
leg disappeared. The patient was discharged from the hos- 
pital on March 21. 
Comment 


The use of streptokinase buccally in the treat- 
ment of these infections must be considered an 
adjunct to thoughtful and competent surgical man- 
agement. This substance is not a substitute for care- 
ful surgical treatment, but the ingenuity of the 
surgeon will help to achieve maximal beneficial 
effects. 
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When positive results were obtained, changes in 
the inflammation and edema were seen within 24 
hours. An aggravation of the infection was not seen 
in any of the patients. In the patients with granu- 
lating wounds, healing was hastened by the re- 
duction of the surrounding induration. A rise in 
temperature attributable to the administration of 
streptokinase was not noted. Pain and tenderness in 
the mouth or a sore throat did not occur. Chills, cva- 
nosis, or an allergic response were not seen. Hemor- 
rhage and the formation of hematomas or petechiae 
were not noted. To obtain good results with strep- 
tokinase given buccally, an adequate circulation to 
the involved area must be present. 

The mechanism initiated by streptokinase by 
which inflammation and edema are reversed may 
permit the passage of bacteria from the site of in- 
fection to the rest of the body. It is mandatory, 
therefore, that the patients with an infection or sus- 
pected of having an infection be treated with an 
antibacterial drug concurrently with the strepto- 
kinase. 

should not be given to patients 
with defects in the clotting mechanism, due to the 
possibility of hemorrhage. Streptokinase should not 
be given to patients with a history of one of the 
collagen diseases or during an attack of one of the 
collagen diseases. 

The prophylactic use of streptokinase opens a 
new field in surgery. Extensive wounds may be re- 
paired with the resultant edema being a fraction 
of that ordinarily encountered. This is particularly 
true in resections of carcinoma about the face and 
mouth. Edema impairs healing, and, if swelling 
can be controlled, healing occurs more rapidly. 

Astrup * has pointed out that the formation of 
deposits of fibrin is a regularly recurring phenom- 
enon in wounds in the healthy organism. The re- 
establishment of normal conditions depends upon 
the ultimate removal of these deposits. In the 
sound organism, this fibrin is dissolved by the fi- 
brinolytic system. If extensive organization of the 
fibrin occurs, marked organization by connective 
tissue occurs. Early local action of the fibrinolytic 
mechanism will hasten the resolution of fibrin. The 
long retention of deposits of fibrin will lead to ex- 
tensive formation of scar such as occurs in chronic 
suppurating wounds. Overactivity of the fibrinolytic 
system may lead to delayed healing of the wound. 
The establishment of a proper equilibrium as with 
the amounts of streptokinase used will lead to rap- 
id healing of wounds with a minimum of scar. 

Advantage has been taken of the fibrinolytic 
mechanism in the resection of gangrenous toes in 
patients with diabetes mellitus. A minor operation 
in such an individual may lead to further gangrene 
necessitating that a major procedure be done. The 


given buccally every 12 hours from Nov. 28 through Dec. 1. 
The erythema and edema of the lesions were gone on Nov. 
30. The patient was retained in the hospital until the wound 
in the left lower leg healed. He was discharged from the 
hospital on Dec. 12. 

Case 5.—A 77-year-old man was admitted to the hospital 
on Dec. 20, 1956, with two ulcers, each measuring about 
0.3 cm. in diameter, on the lower lip. A wedge resection of 
the lip had been done for an epidermoid carcinoma at an- 
other hospital in March, 1956. After studies for other diseases 
had been completed, a resection of the lower lip with ad- 
vancement of the vermilion border was done on Jan. 8. The 
diagnos!. from microscopic examination of the tissue removed 
was hyperkeratosis of the skin of the lower lip. Tetracycline, 
0.25 Gm., was given by mouth every six hours from Jan. 8 
through Jan. 12. Streptokinase, 10,000 units, was adminis- 
tered buccally every 12 hours from Jan. § through Jan. 12. 
A minimal degree of edema was present immediately after 
from the hospital on Feb. 1. 

Cast 6.—A 59-year-old man was admitted to the hospital 
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protection of the area of operation by the use of 
streptokinase with reenforcement by an antibac- 
terial drug may save such an extremity. 

The incidence of thrombophlebitis in patients 
who have had a polythene catheter in place in a 
vein for a prolonged period is high. Routine pro- 
tection of the patients by streptokinase and an 
antibacterial drug has eliminated this complication. 

The applications of the use of streptokinase and 
an antibacterial drug are unlimited. The ingenious 
surgeon will find many occasions for their prophy- 
lactic use to inflammation and edema. 

It should be noted that, where an abscess is pres- 


given buccally produces a modifi- 
of the inflammatory reaction and the absorp- 
tion of ytonde Treatment with streptokinase given 
buccally must be accompanied by the administra- 
tion of one of the antibacterial drugs. 
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—As more children with agammaglobulinemia were discovered, the fact 


Agammaglobulinemia. 

that all of them were boys became more striking. It strongly suggested that heredity played a 
role in the disorder, and the families of the patients were accordingly studied. It was found that 
in many of the families brothers or maternal uncles of the patients had died of what appeared 
to be globulinemia. In several cases the disorder was diagnosed in a younger brother of 
the patient. In another it was found that a maternal nephew of the patient was affected. It is 
now clear that ag lobulinemia is a hereditary disorder. Like hemophilia, it is a sex-linked 
characteristic that is transmitted from mother to son. The mothers show no symptoms of the dis- 
order, but half the sons will suffer from it. Because of this, and because the disorder begins in 
infancy or early childhood, it has been renamed “congenital ag lobulinemia.” . . . But 
another form of the disorder has been recognized in both men and women. These patients ap- 
peared to be perfectly normal until they were adolescents or adults; then they began to suffer 
from repeated bacterial infections. In one case it was definitely shown that the blood of the 
patient had previously contained gamma globulin. It is not known whether this form of the dis- 
order, like diabetes, is inherited as a tendency which is manifest only later in life. In any case 
it has been named “acquired gi lobulinemi ” There are certain differences between the 
effects of ag lobulinemia in adults and those in children. . mia occurs 
in still another form which may be much more common than the per or the acquired. 
The gamma globulin in the blood of a newborn child was manufactured not by the child but by 
its mother. Normally the child begins to make its own gamma globulin at the age of four to 12 
weeks; meantime the maternal protein gradually disappears. Sometimes, however, the develop- 
ment of the ability to manufacture gamma globulin is delayed. The result is the same as that of 
congenital agi globulinemia: the child may suffer from severe bacterial infections. Fortu- 
nately this type of ag lobulinemia is temporary, and it can now be treated with injections 


of gamma globulin. —D. Gitlin and C. A. Janeway, Agi globulinemia, Scientific American, 
July, 1957. 


ent, beneficial clinical results may be obtained even 
more quickly if, in addition to the use of the regi- 
men described, streptokinase-streptodornase is ap- 
plied locally to the wound. An attack on both sides 
of the inflammatory barrier is provided to help 
cleanse the infected area. 
Summary 

a The streptokinase-streptodornase used in this study was 
supplied as Varidase by the Lederle Laboratories Division, 
American Cyanamid Company, Pearl River, N. Y. 
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| CLINICAL NOTES 


CHORIOCARCINOMA IN MOTHER AND INFANT 
Robert D. Mercer, M.D., Albert C. Lammert, M.D., Robin Anderson, M.D. 
John B. Hazard, M.D., Cleveland 


Maternal choriocarcinoma after a term preg- 
nancy is unusual,’ and choriocarcinoma in the new- 
born is rare.’ The only report found in the 
literature of choriocarcinoma in both mother and 


Fig. 1.—Choriocarcinoma in infant. Left, tumor on upper alveolar ridge. 


. microscopic section of upper 


Right ridge : 
Langhans’ cells ( 


infant is that by Buckell and Owen.” In their case 
he lesion was diagnosed at autopsy in the infant 

7 weeks of age and by hysterectomy in the 
mother at about three months post partum. A sec- 
ond such case is reported here. 


Report of a Case 


A 3-month-old infant was admitted to the Cleveland 
Clinic on May 26, 1956. When she was one month old, Dr. 
Robert K. Gardner, of Canton, Ohio, noticed a small red 
nodule in the middle of the upper anterior alveolar ridge. 


oy and pathology, The Cleveland Clinic Foundation, 
Frank E. Bunts Educational Institute. 


and 
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ethylene blue stain, x 450). 
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he nitrate but had recurred hwwuriantly (fig. 1, left). When 
the infant was 6 weeks old a biopsy specimen of this lesion 
was reported by Dr. Herbert Z. Lund, Greensboro, N. C., as 
compatible with choriocarcinoma. 

On the morning after admission to the Cleve- 
land Clinic, profuse hemorrhaging occurred and 
emergency cautery excision of the lesion was 
necessary to control the bleeding. The infant's 
urine at this time was strongly positive for 
chorionic gonadotropin according to the frog 
test for pregnancy. Urine tested four days post- 
operatively was negative. On June 6, nine days 
after operation, there was obvious recurrence 
of the lesion and the frog test again was posi- 
tive. A wide cautery excision of the tumor was 
performed on June 12. Four weeks later the 
tumor reappeared with evidence of exten- 
sive local spread into the upper maxilla and 
nasal fossa. There was no enlargement of the 
liver and no roentgenographic evidence of 
metastatic nodules in the lings. The infant died 
in September, 1956, with extensive invasion 
of the tumor about the head and face. 

The mother of the infant had had a normal 
pregnancy, labor, and delivery. The course im- 
mediately post partum was uneventful. After 
her discharge trom the hospital she had minimal 
vaginal bleeding, similar to a menstrual flow, 
which continued daily until her sixth week post 
partum, when she began to bleed more vigor- 
ously. A dilatation and curettage of the uterus 
was performed eight weeks post partum and a 
diagnosis of choriocarcinoma was made by Dr. 
Earl Kerr, Massillon, Ohio. The patient was 
subsequently admitted to the Cleveland Clinic 
Hospital. On examination she was pale and ap- 
prehensive and the hemoglobin level was 6.7 
Gm. per 100 ml. The uterus was of normal size 
but slightly softer than normal. The frog test for pregnancy 
was positive. On April 24, 1956, 10 weeks post a ° 
total hysterectomy and bilateral salpi 
performed. Cobalt teletherapy was started on April 27 om a 
full course of pelvic irradiation was given. On May 3, 1956, 
the frog test for pregnancy was negative. About June 1 she 
expectorated some blood-tinged mucus, but when examined 
on June 14 she felt well and the pelvic findings were normal. 
However, the frog test for pregnancy was positive on June 14 
and a chest x-ray showed two round dense shadows in the 
right lung. On July 23, 1956, she was re-examined. She was 
pale and weak and she had pleuritic pain over the right lat- 
eral region of the chest wall. She had had several episodes of 
hemoptysis. The pelvic findings remained normal. The frog 
test was positive and a chest x-ray showed enlargement of 
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the previously identified metastatic nodules and a new 
nodule in the posterior mediastinum. Her condition deterio- 
rated steadily and she died on Nov. 9, 1956. 


Pathological Findings 

The Infant.—The neoplastic tissue of the infant 
that was removed from the alveolar ridge was 
friable, red, and resembled a firm blood clot. At 
the first operation, the neoplastic fragment, of ir- 
regular shape, was | cm. in its greatest diameter. 
That removed at the second operation was of ovoid 
shape and 1.8 cm. in its greatest diameter. Micro- 
scopically the neoplastic fragments were similar 
to the neoplasm, described below, found in the 
uterus of the mother. Masses of synevtial and 
Langhans cells had diffusely infiltrated the sub- 
epithelial zone, and in one area extended 
into the epithelium which was partly 
ulcerated (fig. 1, right). 

The Mother.—The uterus and cervix 
of the mother had a combined weight 
of 92 Gm. The interior surface of the 
uterus revealed blackish-red nodule 
15 by 15 ecm., located in the fundus 
(fig. 2, left). On section several smaller 
nodules were found in the myometrium. 
Microscopic sections of the tumor dem- 
onstrated irregular islands of atypical 
Langhans’ cells and syncytial cells em- 
bedded in blood clot (fig. 2. right). The 
Langhans’ cell component was formed 
by pale-staining, oval, or irregular cells 
with well-defined margins and with a 
moderate amount of cytoplasm, fre- 
quently pale-staining and granular, occa- 
- sionally clear or moderately basophilic. 
Nuclei were round, but had conspicuous 
wrinkling and irregularity of the nuclear 
rims; the chromatin was sparse, with re- 
sulting marked vesicularity of nuclei; 
nucleoli were prominent. The syncytial 
component was composed of irregular, (4), 
sheet-like masses of cells which sur- 
rounded groups of cells of the Langhans Fig. 
type. The cytoplasmic substance of these 
cells was abundant and pink-staining. 
The nuclei were irregularly dispersed 
throughout the cytoplasmic mass, occasionally being 
crowded together. They generally were smaller than 
those of the Langhans’ cell type and had an abun- 
dant coarse granular chromatin. Nucleoli were 
prominent but small. Approximately 1% of the cells 
of the Langhans’ tvpe revealed mitosis; none was 
evident in the syneytial cells. Neoplastic elements 
were embedded in blood clot containing abundant 
fibrin. Neoplastic islands were present, replacing 
endometrium, in part, and also were scattered 
sparsely throughout the myometrium. The patho- 
logical diagnosis was choriocarcinoma of the uterus. 
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Comment 


Since choriocarcinoma is a tumor of the placenta 
and metastasizes readily, it would seem that 
metastasis to the a should occur more often. 


However, only a previous proved case has 
heen described. Whether the tumor of the alveolar 


ridge of the infant represented a primary or a 
secondary metastasis is unknown. There was no 
evidence during life of the tumor’s being present in 
the liver. Both mother and child died at home and 
autopsy was not performed. 

2020 E. 93 St. (6) (Dr. Mercer). 


The radioactive cobalt (Co) used in this study was 
supplied by the Isotopes Division, United States Atomic 
Energy Commission, Oak Ridge, Tenn. 


2.—Choriocarcinoma of uterus. Left, tumor infiltrating uterine wall 
Right. micsoscapic section showing synevtial and Langhans cells Chema- 
torylin-cosin—methylene blue stain, 450). 
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HEMANGIOMA OF POSTERIOR MEDIASTINUM WITH 
CORD COMPRESSION IN MIDTHORACIC REGION 


MULTIPLE-STAGE OPERATIONS WITH POSTOPERATIVE IMPROVEMENT 
John M. Meredith, M.D., James Lyerly Jr.. M.D., Lewis Bosher Jr.. M.D., Saul Kay, M.D. 
and 
Levi Old, M.D., Richmond, Va. 


The rarity of vascular neoplasms within the 
mediastinum is shown by Schlumberger’s' review 
of tumors of this region. He mentioned three pre- 
viously reported cases and included two of his own. 
All of these neoplasms, however, were found in the 
anterior mediastinum. In addition, two of the pa- 
tients might properly be classified as having mesen- 
chymoma, and a third was subsequently found to 
have a malignant teratoma as well. 

We have found no case in the literature of a 
posterior mediastinal hemangioma which has in- 
vaded the spinal canal and produced cord com- 
pression symptoms. Our patient exhibited such 
symptoms and operation brought about marked 
improvement, without the aid of postoperative x-ray 
therapy, in the year after surgery. A review of the 
indexes of the Journal of Neurosurgery since its in- 
ception in 1944; the Journal of Neurology, Neuro- 
surgery and Psychiatry (British) since 1948, the 
“Progress in Neurology and Psychiatry” volumes 
(edited by Spiegel) since 1946; and the volumes 
of “Year Book of Neurology, Psychiatry and Neuro- 
surgery” (Chicago) since 1932 has, by title at 
least, revealed no similar case. 

In 1933, Naffziger and Brown * reported 15 cases 
of hour-glass tumors of the spine. Of these lesions, 
four were diagnosed as he lotheliomas, a 
term used by many pathologists to denote a nvalig- 
nant vascular tumor. No microscopic descriptions of 
these tumors were given, nor were gross or micro- 
scopic photographs of the four vascular lesions 
furnished in their paper. In one patient the tumor 
was known to have metastasized to the lungs and 
liver. Since these four cases are difficult to evaluate 
pathologically, they have not been included in 
the total count of mediastinal hemangiomas. 

In 1955, in a review of hemangiomas of the medi- 
astinum, Ellis, Kirklin, and Woolner*® found a 
total of 19 reported cases. None was reported prior 
to 1944. Of these published cases, six were con- 
sidered probably authentic but were unproved be- 
cause the microscopic findings were not supported 
by photomicrographs. In only two cases was the 
tumor found in the posterior mediastinum, and 
only one of these was proved; neither had pro- 
duced adjacent compression of the spinal cord. 


the departments of ucusaiagical eusarey. yy, thovaciec and cardie- 
vascular surgery, and surgical pathology of the Medical College of 


\ irginia. 
the Southern Neurosurgical Se- 


Read before the annual meeting of 
ciety, Nashville, Tenn. March 16, 1957. 


Six of the tumors were locally invasive but were 
considered histologically benign. To these 19 cases. 
the authors added one additional case which con- 
cerned a 9vear-old boy with a benign cavernous 
hemangiona located in the anterior mediastinum. 

Perasalo’s case ‘ of anterior mediastinal hemangi- 
oma published in 1952 was not included in the 
above report. Although the author considered the 
hemangiona malignant on histological grounds, the 
tumor did not behave as a malignant vascular 
growth and the illustrated miscroscopic findings 
did not support this contention. The most recent 
account of a mediastinal hemangioma, by Dixon 
and Laird, describes an anterior mediastinal mass 
removed surgically from a 43-vear-old male. This 
was diagnosed as a cavernous hemangioma. Other 
recent papers are listed in the Russian and Dutch 
literature, but the publications are unavailable to 

A recently observed case at the Medical College 
of Virginia Hospital seemed worth documenting, 
not only because the hemangioma was located in 
the posterior mediastinum but because it exhibited 
locally invasive characteristics. Furthermore, a rare, 
previously unreported feature of the case was pos- 
terior extension into the thoracic spinal canal pro- 
ducing very disabling symptoms from extradural 
spinal cord compression so that the patient  pre- 
sented primarily a neurosurgical problem on ad- 


mission. 
Report of a Case 


A 13-year-old girl was admitted to the Medical College of 
Virginia Hospital on Jan. 9, 1956, because of difficulty in 
walking. She had been well until one vear before admission, 
when she developed slowing of her gait. She experienced 
progressive difficulty in walking, but this did not incapaci- 
tate her greatly until approximately one month prior to 
admission. During this month, she noted increasing difficulty 
with the use of her legs and developed numbness and 
tingling of both feet and legs up to the knees. At the time 
of admission, she was essentially bedridden. No symptoms 
referable to the thoray were elicited. 

Physical examination revealed a well-developed, somewhat 
poorly nourished, thin, alert young girl in no acute distress. 
There was pronounced scoliosis of the thoracic spine and 
slichtly diminished expansion of the right hemithorax. 
Neurological examination showed the cranial nerves to be 
intact. There was marked spastic weakness in both lower 
extremities, associated with decreased muscle tone. Abdomi- 
nal reflexes were absent. Tendon reflexes in the lower ex- 
tremities were hyperactive. Bilateral ankle clonus was 
present and positive Babinski reflexes were elicited bilater- 
ally. The gait was unsteady. Position sense was diminished 
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and light touch sensation was absent in both lower extremi- 
ties. There was hypesthesia to the eighth thoracic dermatome 
bilaterally. 

A chest roentgenogram revealed scoliosis of the thoracic 
spine with convexity to the right and with slight associated 
deformity of the thoracic cage. There was, in addition, a 
3 by 5 em. density projecting from the right side of the 
mediastinum at the level of the sixth through the eighth 
thoracic vertebral bodies. There was marked erosion of the 
sixth and seventh ribs posteriorly and, in the seventh rib, 
this extended laterally 3 in. beyond the limit of the tumor 
(fig. 1 and 2). This latter observation perhaps should have 
suggested the true vascular nature of the tumor before 
operation. There were several small calcified densities pre- 
sumed to be in the region of the mass. The adjacent verte- 
bral foramens were enlarged. Lateral \-ray views showed the 
mass to be in the posterior mediastinum (fig. le). Osteo- 
chondroma or neurogenic tumor was considered the most 
likely preoperative diagnosis. 

Neurosurgical studies suggested in addition the likelihood 
of spinal cord compression, and a laminectomy at the level 
of T-6 and T-7 was performed on Jan. 12 by one of us 
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thus allow, later, a more complete removal of the latter 
lesion. At the time of thoracotomy on Jan. 24 by one of us 
(L. O.). a vascular tumor was found extending along the 
right side of the vertebral colunan. It decreased in size on 
compression by the operator's hand. The pleura was incised 
and after division of the intercostal arteries and weins, the 
tumor was grossly excised (fig. 3) evcept for that portion 
which extended into the sixth and seventh intervertebral 
foramens and around the vertebral bodies. Bleeding at this 
time was controlled by absorbable gelatin sponge (Gelfoam ) 
packing. An episode of hematuria occurred on Feb. 4, 11 
days after thoracotomy. An intravenous pyelogram was not 
remarkable and a urologic consultant did not believe that an 
extensive genitourinary study was needed at that time. 

On Feb. 10, a bilateral laminectomy of the thoracic spine 
from T-2 through T-S was performed by one of us (J. L.). 
All of the tumor over the posterior surface of the dura mater 
(extradural) was eveised but the mass obviously extended 
both lateral and anterior to the dura mater bilaterally and 
this portion could not be removed without necessitating 
gross unwarranted compression and retraction of the thoracic 
cord. Furthermore, the tumor extended out between the 


i 


Fig. 1.—Anteroposterior chest roentgenograms showing A, well-outlined density in right mediastinum (arrows). B, scolio- 
sis of thoracic spine. Note also erosion of ribs six and seven on right side and widening of the interspaces. C, mass in poste- 


rior mediastinum (arrows ). 


(J. L.). At that time, a biopsy of the hemangiomatous lesion 
in the thoracic extradural space was made. Bleeding was 
almost uncontrollable, and the operation was abandoned 
after hemostasis was secured and 1,000 cc. (2 pt.) of blood 
given intravenously. The lesion was then described as 
apparently made up of tremendous venous spaces with 
partly calcified walls. Bleeding from the overlying spinal 
muscles was also very profuse. The microscopic diagnosis of 
the biopsy was not conclusive, but neurofibroma was con- 
sidered as a possibility at that time. The sensory and motor 
neurological deficits in the lower extremities remained un- 
changed after this procedure. On Jan. 18, six days after the 
biopsy of the extradural mass, an episode of epistaxis oc- 
curred necessitating cauterization of a shallow plexus of 
blood vessels on both sides of the nasal septum. 

The patient was transferred to the thoracic surgery service 
on Jan. 20, with the thought that removal of the mediastinal 
portion of the tumor might permit better control of the blood 
supply to the mass invading the spinal epidural space and 


laminas. The dura mater was not opened. A spinal puncture 
was done immediately after this procedure and the initial 
pressure was 150 mm. HO. There was no rise on bilateral 
jugular compression (i. ¢., complete subarachnoid block). 
Spinal fluid protein, oddly enough, was only 20 mg. per 
100 cc. There was only one lymphocyte per cubic millimeter 
in the spinal fluid and no red blood cells. A second puncture 
one week after operation showed a rise in pressure from 
240 to 500 mm. H.O on bilateral jugular compression, but 
only a slow, stepladder-like fall on sudden release of jugular 
compression. The spinal fluid protein level then was 225 
mg. per 100 ce, 

The patient was discharged from the hospital on Feb, 22, 
twelve days after the second spinal operation and twenty- 
nine days after the thoracotomy and removal of the tumor 
in the posterior mediastinum. A follow-up examination on 
April 4, approximately two months after the final (third) 
operation showed only 15 to 20% (estimated) strength in all 
muscle groups of the legs. Sensory perception to pain in the 
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lower extremities slightly. She retained good 
sphincter control in and bowel function. There was 
moderate spasticity in the legs. 

The last examination of the patient was carried out on 
Feb. 26, 1957, slightly over one year following the final 
operative attack on the tumor, with the following findings: 


Fig. 2.—Artist’s conception of transverse view through 
chest at lewel of T-7 showing peridural encirclement of 
hemangionatous tumor causing marked cord compression 
as well as compression of the right lung. 


The patient walked with crutches until January, 1957, but 
has not used them since that time. She had good voluntary 
control of bladder and bowel. There were no mass refleves 
of the legs. There was a well-healed and nontender operative 
incision of the midthoracic region. There were no sensory 
changes in the trunk. Examination of the extremities revealed 
that the patient could walk by herself and stand on her 
heels and toes. There was good motor function of all muscle 
groups. Sensory modalities were intact throughout the body 
surface. There was a bilateral positive Babinski sign. No 
ankle clonmus was present. 


Pathological Findings 


Gross description of the mediastinal tumor ( fig. 
3) removed at thoracotomy showed that the speci- 
men consisted of a flattened mass of very soft tissue 
6 by 4.5 by OS cm. One surface was covered by a 
smooth, glistening, moderately hemorrhagic mem- 
brane which tended to pull away from the under- 
lying tissue. The opposing surface was roughened, 
red, and granular. On sectioning, the mass was 
composed of many fibrous strands stretching across 
the surface intermingled with soft, pale connective 
tissue. There appeared to be a great many tiny 
blood vessels scattered across the surface, most of 
these now being empty. In a few places the stroma 
had a decidedly yellow color and a more solid con- 
sistency. A small piece of tissue submitted for fro- 
zen section showed ganglion cells and nerve fibers. 

On microscopic examination, multiple sections 
showed an intermingling of fibromuscular tissue and 
nerve fibers. The stroma supported several tortuous, 
thick-walled veins, some of which were dilated 
while others were collapsed. The dilated veins 
were cither empty, partially filled with blood, or 
contained organized thrombi. Some of the vascular 
spaces were confluent, interrupted only by irregu- 
lar fibromuscular septums. Calcification of vascular 
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walls was occasionally noted. Sympathetic gangli- 
ons were identified at the periphery but did not 
seem to be an integral part of the tumor (fig. 4). 

The lesion appeared to be a venous hemangioma 
with marked prominence of the muscular walls. 
While smooth muscle made up a prominent feature 
of the growth, it appeared to represent a part of 
the hyperplastic process involving the venous walls 
rather than an element of a benign mesenchymoma. 
Final diagnosis was venous hemangioma of the 
posterior mediastinum with marked compression of 
the thoracic spinal cord by extension into the ex- 
tradural space. 

Gross of extradural portion of tumor 
removed at thoracic laminectomy and submitted 
in several showed there was soft hemor- 
rhagic material 3 by 15 by 0.3 cm. and a tiny 
nodule 0.3 cm. in diameter. In addition, several 
fragments of bone of the cortical and cancellous 

were seen. On m examination, es- 
sentially similar features to that seen in the poste- 
rior mediastinal mass were found. Tortuous veins 
were thrombosed in several associated some- 
times with recanalized channels (fig. 4). The bony 
tissues were not involved by the vascular tumor. 


Comment 


Hemangiomatous tumors are rarely encountered 
in the mediastinum but when found occur predom- 
inantly in the anterior mediastinum. No age pre- 


Fig. 3.—Excised surgical specimen removed at thoracotomy. 


dilection has been shown in the reported cases. 
While some of them may be locally invasive, as in 
the present one, none of these growths has metasta- 
sized distantly to our knowledge. Treatment in the 
previously reported 19 cases of mediastinal (he- 
mangiomatous) tumor consisted of no operation in 
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a 
Fig. 4.—A, irregular spaces separated by fibromuscular septums. Note nerve structure at upper right, and thrombus at lower 
left, markings of microphotograph. B, medium-power view to show details of vascular spaces separated by fibromuscular walls. 
C, calcification of one of the venous walls. D, compact thick-walled veins filled with blood. 
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5, complete excision in 10, and biopsy only or incom- 
plete removal in 4 invasive lesions. Three of these 
tour received x-ray therapy with apparent improve- 
ment in one. No x-ray therapy has been given to 
our patient to date. 

The presence of a number of other tissue ele- 
ments in addition to the venous component in this 
case might raise the issue of a mixed type of 
growth. The normal appearance and location of the 
sympathetic ganglions and nerves would seem to 
mitigate against their being part of the tumor. On- 
ly the disconnected and hypertrophied bundles of 
smooth muscle might suggest some justification for 
classifying the tumor as a mesenchymoma. The 
predominance of the venous channels, however, led 
to the conclusion that venous hemangioma was the 
more logical diagnosis. Arthur Purdy Stout, who 
studied the sections, concurred in this opinion.” 


Summary 


A rare case of venous hemangioma located in the 
posterior mediastinum with gross invasion of the 
adjacent extradural thoracic spaces caused marked 
cord compression and thus produced disabling 
symptoms in the lower extremities in a 13-year-old 
girl. The tumor was locally infiltrative and extended 
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into both the anterior and the posterior extradural 
(thoracic) space of the spinal canal. Surgical ex- 
cision of the posterior mediastinal and spinal ex- 
tradural components of the tumor was carried out 
in a three-stage procedure, but removal was incom- 
plete owing to the extensive extradural invasion of 
the anterior portion of the spinal canal surrounding 
the solid cord. Marked clinical improvement with- 
out the aid of x-ray therapy occurred in the first 
postoperative year as shown by satisfactory motor 
and sensory findings in the lower extremities at the 
time of writing. 
1200 E. Broad St. (19) (Dr. Meredith ). 
References 


1. Schlumberger, H. Tumors of Mediastinum, in Atlas 
of Tumor Pathology, vol. 5, pt. 18, Armed Forces Institute 
of Pathology, 1951. 

2. Naffviger, H. C., and Brown, H. A. Howr-Glass Tumors 
of Spine, Arch. Neurol. & Psychiat. 292561-584 (March) 
1933 


3. Ellis, F. HL, Jr, Kirklin, J. and Woolner, L. B.: 
Hemangioma of Mediastinum: Review of Literature and 
Report of Case, J. Thorac. Surg. 2@s151-186 ( Aug.) 1955. 

4. Periisalo, O.: Mediastinal Hacmangioma, Thorax 73175- 
ISL (June) 1952. 

5. Dixon, W. M., and Laird, R.: Haemangioma of Media- 
stinum, Thorax 0345-48, (March) 1956. 

6. Stout, A. P.: Personal communication to the authors. 


CARDIAC ARREST 
SUCCESSFUL TREATMENT IN A PATIENT'S ROOM 


Aaron M. Schwartz, M.D. 
and 
Stephen M. Lobell, M.D... New York 


Successful treatment of cardiac arrest outside of 
the operating room is quite rare.’ Several 
have appeared in the recent literature as well as in 
lay periodicals and newspapers. These reports 
caused an awakening of the medical profession and 
of lay people to the possibilities involved. Success- 
ful resuscitations outside of the operating room have 
been reported by Beck,’ Mozen,’ Brown,* Biicherl,’ 
Celia,” Southworth,” and Reagan” and their associ- 
ates. In all instances except one,” rapid thoracotomy 
and massage were instituted. The lungs were oxy- 
genated without delay. In all previously reported 
cases the patients were taken to the operating room 

Surgical resident (Dr. Schwartz) and intern (Dr. Lobell), Surgical 


Division, Montefiore Hospital. Dr. Schwartz is now at Roswell Park 
Memorial Institute. Buffalo. 


at some time during the resuscitation. It is widely 
realized today that improvement of results in these 
cases depends on the concerted action of a prepared 
team. As case reports accumulate, the best course 
of action in these cases will be determined. 


Report of a Case 


A 34-year-old female was admitted to the Montefiore Hos- 
pital on Dec. 5, 1956, for evaluation concerning further car- 
diac surgery. A mitral commissurotomy had been performed 
on May 8, 1952, by Dr. Elliott S. Hurwitt. At surgery the 
patient was noted to have a calcified mitral valve with a 
markedly stenotic orifice. Postoperatively, the patient ran a 
low-grade intermittent fever for four years. Remissions coin- 
cided with the use of steroid therapy, and she was thought 
to have a postcommissurotomy syndrome. For four years the 
patient had a favorable response mechanically to the mitral 


195§ 


Vol. 166, No. 5 


commissurotomy. However, during the six months prior to 
her present admission she had noted increasing orthopnea, 
exertional dyspnea, and ankle edema. In spite of therapy, 
including administration of digitalis, acetazolamide (Diamov), 
and mercurial diuretics, her symptoms progressed. The possi- 
bility of recurrence of the mitral stenosis was given serious 
consideration. She was noted on admission to have mild 
ankle edema, and her liver was palpable 4 om. below the 
costal margin. Her ventricular rate was 76 per minute, with 
auricular fibrillation, and a loud apical diastolic murmur was 
heard. The pulmonic second sownd was louder than the 
aortic second sownd. A grade-1 apical systolic murmur was 
heard at the left sternal border. The chest was clear to per- 
cussion and auscultation. Her blood pressure was 115/75 
He. 

On Dee. 10, 1957, at 7 am., the patient was given sulfo- 
bromephthalein (Bromsulphalein) intravenously in her 
room by one of ws (S.VLL.). As the needle was being with- 
drawn the patient complained of substernal pressure and 
then vomited. Her pulse rate was 120 per minute at that 
moment. One minute later she gasped and had a tonic con- 
traction of her entire bedy; pulse and blood pressure were 
unobtainable. Pounding on her chest was of no avail, and 
within two minutes one of us (A.MLS.) had performed a 
thoracotomy with a scalpel through the fifth left intercostal 
space, and rhythmic cardiac compression was instituted. 
When the chest was opened, the heart was found to be at a 
standstill, An airway was immediately obtained by extension 
of the head, with mouth-to-mouth breathing for 10 minutes 
by one of us (S.MLL.). An endotracheal tube was then in- 
serted by Dr. Sigmund Nagel of the department of anesthesi- 
ology, and 100% oxygen was administered. After three min- 
utes of cardiac massage ventricular fibrillation occurred, and 
massage was continued. A defibrillator, a completely sterile 
cardiac resuscitation set, and a rib spreader were delivered 
to the room within five minutes. Spontaneous respirations re- 
turned 20 minutes after the institution of resuscitation. The 
heart was defibrillated and resumed its prearrest rhythm 
(auricular fibrillation) after five series of electrical stimuli, 
each of 0.25-second duration, at 130 volts and 1.5 amperes. 
After the second shock, 5 cc. of 10% calcium chloride solu- 
tion was injected into the lumen of the left ventricle, with 
marked increase in tonus of the heart. At this time good 
peripheral pulses were palpable, and the blood pressure was 
80,60 mm. He. The heart was then observed for 20 minutes, 
and after this period of time the chest was closed. Prior to 
closure the entire field was completely redraped with sterile 
drapes. All contaminated equipment was removed. Both of us 
put on masks, gowns, and sterile gloves. The left hemithorax 
was lavaged with copious amounts of 1% neomycin solution. 
A thoracotomy tube was inverted and attached to an under- 
water suction apparatus. Twice a day 30 cc. of 1% neomycin 
solution was instilled into the thoracotomy tube. Blood pres- 
sure five hours after arrest was 90/60 mm. Hg, and the 
ventricular rate was 80. Her blood pressure was maintained 
with a slow drip of arterenol (norepinephrine). The endo- 
tracheal tube was removed at 3 p.m. that day, and the pa- 
tient was able to speak and answer questions coherently. 
She was able to move all of her extremities. Bilateral Babin- 
ski reflexes, elicited earlier, were not present two hours after 
the cardiac arrest. Her hematocrit was 43%, with a normal 
blood volume. Urine output during the first 24 hours was 
570 ce. of concentrated urine. The infusion of arterenol was 
discontinued 15 hours after arrest. On the following day, the 
patient tolerated orally given fluids well. X-ray of the chest 
showed a left pleural effusion. On Dee. 13 she became 
tachypneic and developed frank pulmonary edema, with 
moist bubbling rales in beth lung fields. She was given 50 
mg. of meperidine (Demerol) hydrochloride intravenously, 
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0.5 Gm. of aminophylline intravenously, oxygen under posi- 
tive pressure, a mercurial diuretic, and rotating tourniquets. 
Complete recovery followed. The remainder of this patient's 
course was uneventful. Ambulation was started on Dec. 15. 
During the next few days she had some lapses of memory 
and episodes of depression but no gross neurological deficits. 
The thoracotomy wound healed per primum. Sixteen days 
after cardiac arrest this patient Aa oe out of the hospital. 
She had done well at home for the seven months prior to the 
time of writing, after a brief period of depression. 


Comment 


This case is unique because the entire problem 
was handled in a patient's room. The closest cooper- 
ation of trained personnel is essential for such a re- 
sult. Mouth-to-mouth breathing successfully sup- 
plied oxygen to this patient for 10 minutes in the 
absence of any other means of providing oxygen. It 
is well known that achieving a good airway without 
delay is as important as prompt cardiac massage in 
successful cardiac resuscitation. The scope of car- 
diac resuscitation is being extended with every 
report of success outside the operating theater. 
The treatment of cardiac arrest is no longer exclu- 
sively the province of the surgeon and anesthetist. 
Regularly scheduled particip cle tions of 
cardiac resuscitation in the surgical laboratory for 
members of the entire house staff and attending 
staff may result in saving the lives of many more 
people. Such a program is in effect at the Monte- 
fiore Hospital and may be credited with the salvage 
in the present instance. 

451 Woodward Ave., Buffalo (Dr. Schwartz). 
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THE REPORTING OF DISEASE 


URING the past few months Tue Jounnar 
has emphasized the importance of re- 
porting actual and suspected cases of in- 
fluenza to the local health officer. The 
tie-in of such reporting to the epidemiologic in- 
telligence service of medicine has been stressed 
as a two-way proposition—providing data for the 
benefit of the entire profession, and receiving 
valuable information that can be applied to diag- 
nosis in one’s own community. 

While the particular diseases that should be re- 
ported differ from state to state, the principle be- 
hind disease reporting remains the same. Notifying 
the local health department of a case of communi- 
cable disease is the first step toward controlling the 
spread of that disease and preventing an epidemic, 
where possible. 

Basically, there are three ways to approach the 
control of any communicable disease. These ways 
might best be considered by visualizing a bridge 
over a rapidly flowing stream. On one side of the 
stream is the source of the infection, better termed 
the “host.” On the other side of the water are the 
susceptible persons. The bridge itself may be 
likened to the route of transmission. Control may 
be effected in any or all of the three locations. 

While almost all the methods of transmission 
relate to control of the environment, the infected 
host and the susceptible population present unique 
problems. It is the host that is usually reflected in 
the morbidity report card completed by the private 
physician. Since treatment is often not requested 
until clinical signs are manifest, there has most 
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likely been a period, prior to the family doctor's 
control of the infected individual, where spread has 
had the opportunity to take place. Depending on 
the disease, this incubation period can have serious 
consequences, e. g., typhoid, diphtheria, or small- 
pox. Isolation of the one clinically infected indi- 
vidual can be helpful, but this is rarely the complete 
answer. 

The group on the far side of the bridge, the 
susceptible population, contains those who have no 
natural or artificially acquired immunity. Preventive 

in the physician's office is the major man- 
ner of reducing the liability of this particular popu- 
lation, whether parallel to a possible epidemic or 
part of routine immunizations and health education 
against all diseases. 

The reporting of any disease, not necessarily 
limited to the contagious category, does more for 
the practicing physician than just controlling the 
spread or communicability. Three practical tools 
are made available from such reporting. First, 
there is always a quantitative estimate of the inci- 
dence and prevalence of many specific illnesses. 
Second, there is at hand a long-term trend of the 
occurrence of various diseases. Last, a physician 
may utilize information concerning the distribution 
of certain diseases according to sex, age, race, en- 
vironment, and other population characteristics. 

One point that always seems to arise in any 
discussion of reporting disease, despite what has 
already been said, is the question concerning its 
practical use by health departments, local or other- 
wise. To be sure, there are a few diseases made 
reportable that have no present implication in 
a potential control procedure nor demonstrate 
some evident need for epidemiologic information. 
The indiscriminate requiring of disease reporting 
will be the first step in deteriorating any disease 
control program, no matter how necessary, 
desirable, or beneficial. However, without the 
uniform reporting of poliomyelitis, the efficacy of 
the vaccine could not be measured. And without 
the reporting of the cases of suspected smallpox in 
San Francisco and later in New York City a few 
vears back, the need for stressing mass vaccination 
by physicians might never have been recognized. 

Disease reporting and the practice of medicine 
must go hand in hand. As with many of the govern- 
mental aspects of medicine, however, it may be 
carried too far. The accepted right of a practicing 
physician to have access to such valuable informa- 
tion such as morbidity, especially on a local basis, 
carries with it the responsibility to participate in 
the formulation of the control program as well as 
being the primary means for its implementation. 
Successtul reciprocity in this particular activity 
might be one more impetus for the transferral of 
some health activities from government to proper 
hands, such as the practicing physician, when such 
action seems advisable. 


V i1é 
195§ 


Vol. 166, No. 5 


ORGANIZATION SECTION 


REPORT OF MEDICARE CONFERENCE 


Since enactment of Public Law 569, 84th Congress, the A. M. A. Board of Trustees Task 
Force on Dependent Medical Care has endeavored to serve, where desired, as liaison be- 
tween the constituent medical associations and the federal government in its implementation 


of the Dependents’ Medical Care Act. To facilitate exchange of ideas and 


experiences 


among representatives of constituent associations and to provide a summary of the program, 
the Task Force sponsored a Medicare conference in Philadelphia on December 6, 1957.—En. 


Opening of Conference and Welcome 


Dr. Hamilton opened the conference at 9 a. m. 
and welcomed all those present. He then introduced 
all the members of the A. M. A. Task Force and 
ODMC representatives. 


Summary of A. M. A. Task Force and 
Staff Activities—by Dr. Hussey 


The first part of this report is a review, and it will 
be brief, as most of the items are familiar to vou. 
You will recall that the A. M. A. had its introduc- 
tion to the problems of Medicare in 1956. Public 
Law 569 had been enacted and it was met by 
appointment of the A. M. A. Task Force for working 
with the Department of Defense to implement the 
law. A short time afterward, the special committee 
of the Task Force was appointed including E. B. 
Howard, M.D., William J. Kennard, M.D., C. J. 
Stetler, Howard O. Brower and myself as chairman. 
The special committee met repeatedly with the 
Department of Defense during the summer and 
fall of 1956. A number of controversial issues were 
discussed, but not all were settled to our complete 
satisfaction. 

Following the conclusion of the meetings that led 
to the development of the directives, the activities 
of Medicare went forward. The deadline for starting 
the program was Dec. 7, 1956. During 1957, the 
Task For Force with the special committee has met on 
several occasions with General Robinson and the 
people working with him for review and possible 
solution of problems. 

At the June Annual meeting in 1957, the A. M. A. 

two resolutions bearing on Medicare. One 
called for the introduction of an indemnity program 
for the states that wanted it, and the other resolu- 
tion held that payments for specialty care ouch @ as 
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wnesthesiology, pathology, ete. rendered by physi- 
cians should be direct to those physicians giving 
the care. In September a special meeting was held 
with General Robinson and his group for presenting 
these views of the A. M. A. General Robinson re- 
ferred them to a committee of his staff, 

The last meeting of the special committee and 
the Task Force with General Robinson was on 
October 31. At that time, General Robinson, Colonel 
Lowry, and Lt. Col. Richards presented some of 
the information which will be presented to vou this 
morning. At that time also, General Robinson in- 
troduced the nomenclature for contractual negotia- 
tions which will begin next month. Among the 
changes are the introduction of a topic entitled 
“Complete History and Physical Examination” for 
cases of a medical nature. A similar item was for 
cases of a pediatric nature during hospitalization. 
This was intended to introduce a more extensive 
type of work-up for the initial visit—the idea being 
that a medical man spends more time and energy in 
reviewing some cases than others. Some clarifica- 
tion was needed in the description of these items, 
and we feel this was accomplished. 

Now | would like to mention another committee 
—one perhaps with which you are not too familiar— 
that is, the Advisory Committee to Dr. Berry. This 
Committee was appointed by Dr. Berry to consult 
about the administration of Medicare. There were 
two meetings with Dr. Berry this year, on May 17 
and Nov. |. At the Nov. | meeting a number of 
items were presented for consideration of the Ad- 
visory Committee. Membership of this Committee 
includes representatives of A. M. A., A. H. A., a 
number of specialty organizations, Blue Shield, 
and the insurance industry. The agenda for the 
Nov. 1 meeting included the following items and 
suggested actions thereon: 

Administrative Costs.—An analysis of these data 
showed a wide range in the cost of handling pay- 
ments to physicians. The thought was presented by 
ODMC that when the unit cost of $3 was exceeded, 
the cost should go down or they should obtain a 
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new fiscal administrator. We felt the ODMC should 
not have the authority for arbitrary action in this 
connection. 

Restriction of Free Choice for Economy.—Repre- 
sentation had been made in congressional hearings 
that the Medicare Program was too expensive and 
that the military facilities could do it less expen- 
sively. The Advisory Committee recommended that 

of choice between civilian and military 
facilities should be continued and no action should 
be taken for the purpose of al economy. 

Indemnity Plan for States Desiring It.—The Ad- 
visory Committee acted on this topic as follows: It 
was decided that any specific plan proposed by a 
state medical association would be given careful 
study and would be placed before the Berry Ad- 
visory Committee before approval. Meanwhile, the 
states will be notified that the plans will continue as 
at present. 

Payment to Physicians.—The next item considered 
was physicians receiving payment directly—that is. 
for anesthesiology, pathology, x-ray, etc. The ma- 
jority of the Advisory Committee members voted 
that the present policy be maintained—that is, that 
payment be continued on the basis of local custom. 
Dr. Hamilton and | registered the only dissenting 
votes. 

Drugs for Complete Maternity Care.—This item 
was referred for further study. 

Nursing Standards Required in Definition of 
“Hospital” .—It was decided to suggest no change in 
definition at this time. 

Clause Excluding Medicare Benefits Where De- 
pendent is Covered by Insurance.—It was decided 
that such a clause should not be introduced into the 
Joint Directive. 

Also announced at the November meeting of the 
Advisory Committee were several topics for future 
consideration. This was the first time that the com- 
mittee had been given prospects for the future. 
These then, are the thoughts that mav be in the 
agenda for the next meeting. 

The first group was “Extensions to Persons.” 
Should the plan be extended to include retired 
personnel and dependents? Gen. Robinson said that 
this might be a good thing for people who had a 
career of 25 vears or more. Should it be extended to 
parents and parents-in-law? Should it be extended 


The next group was “Extensions of Services.” 
Should there be outpatient care beyond that pres- 
ently given in obstetrics? (Outpatient care is given 
by military installations but is not permitted under 
the terms of the law for civilian physicians. ) Should 
there be provision for dental care? Should there be 

ision for neuropsychiatric care? Should there 
for payment to physicians who take 
care of medical emergencies before admission to 
hospitals? Should there be provision for care of 
some chronic diseases? 
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Finally, let me read to you from the supplemen- 
tary report of the Board of Trustees an item that 
received approval from the House of Delegates 
vesterday. 

If you have not read the complete report as published in 
the Nov. 16 issue of Tae Jounsxat. vou are urged to do so. 
Your particular attention is invited to page 1482 under the 
caption “Prospects for the Future.” That portion relates te 
contract negotiations which are scheduled to begin in 1958. 
The report states: “This staggering of negotiations (five a 
month, January through Noversber, 1958) will enable nego- 
tiations with all contractors to be accomplished by the same 
government contract team and thereby minimize variations 
and inconsistencies between contracts” 

Although it is understandable that the government may 
desire a high degree of uniformity, A. ML A. representatives 
have at all times stressed the many variables in existence 
through the country and have further urged ODMC repre- 
sentatives to expect different approaches and attitudes. 

Dr. Hasuvtron: Thank you Dr. Hussey; vou have 
brought evervbody up-to-date. One of the things 
we are trving to accomplish is to make entering 
into new contracts easier for the individual states 
and provide the representatives here with the ad- 
vantage of what others are thinking and planning. 

Before we get into the question and answer 
period, we would like to have the reports from 
Gen. Robinson's office. 


Report from Office for Medical Care 
Presentation by Col. Earl C. Lowry, MC. 


We were greatly pleased when vou gave us the 
opportunity to appear and review with vou Public 
Law 569 and experience gained during its first vear 
of operation, which, incidentally, ends today. Gen. 
Robinson would like very much to be here personal- 
ly, but prior committments made this impossible. 
He sends greetings to all of vou and joins us in 
stating to vou that we are most appreciative of the 
aid, counsel, and assistance we have received from 
the A. M. A. The office for Dependents’ Medical 
Care desires especially to thank the Medicare Ad- 
visory Committee for its help. Dr. Hamilton, Dr. 
Hussey, the personnel of vour Washington office, 
your legal counsel, and many others have been of 
utmost assistance. We have had meetings, discussed 

, and thereby have made every endeavor 
to keep the practice of medicine under Public Law 
569 in tune with the high standards and ethics 
which characterize the practice of medicine in the 
respective states and territories. Today completes 
our first full year of operation. | would like to 
review with vou some of the happenings of this 
year. 

As of Nov. 30, 1957, 198,235 hospital claims have 
been received, totaling $20,895,467; 316,682 physi- 
cians claims have been received, totaling $22,745,- 
606. The average physician's claim is about $71, 
and the average hospital claim is $105. The average 
length of stay in the hospital is 5.3 days. Col. Rich- 
ards will dwell on this subject more in detail later, 
so | will not discuss it further at this time. 
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Who receives the care under Public Law 569? 
From civilian sources only a legitimate wife, child, 
or dependent husband are eligible for care. While 
other dependents, mothers, fathers, and in-laws, 
may be treated at military facilities, they are not 
covered in civilian hospitals. Broken down by 
service, dependents have represented the following 
percentages of the total patients treated: Army 26%: 
Navy 32%; Air Force 40%; Public Health Service 
2%. The type of service rendered, by diagnosis, is 
as follows: maternity cases ( uncomplicated ) , 37.1%, 
miscarriages, abortions, and other complications ot 
pregnancy, 3.8%, other gynecological conditions, 
6.2%; tonsillectomies, 12.1%; respiratory infections, 
3.5%; appendectomies, 2.4%; hernia, 2%; hemor- 
thoids, 0.9%: gastroenteritis, 0.8%; and all other 
diagnoses, 31.2% 

We have conducted a survey among the depend- 
ents, and I can report they are both pleased and 
gratified with the treatment they have received. 
Fifty per cent report that they live too far away 
from military facilities to receive the care which 
has been rendered. Also, 42% do not live with the 
military sponsor, due to exigencies of the service. 

The first vear has not been devoid of problems 
or difficulties. | would like to review some of them 
and try to point out their origin as well as actions 
taken to facilitate their solution. 

Outpatient Care.—Congress placed certain limi- 
tations on the care authorized under Public Law 
569. Section 201 b of Title II of the law gave the 
Secretary of Defense authority for certain reason- 
able limitations, additions, exclusions, and defini- 
tions except that medical care normally considered 
to be outpatient care shall not be authorized. Ex- 
ceptions were made in maternity care and injuries. 
Yet, it has proved exceedingly difficult to make 
petine and patients aware of this fact. It has 

emphasized in the schedule of allowances, 
policy letters, and all other sources available to us. 
Yet, many physicians continue to render, in appar- 
ent good faith, outpatient care in medical and 
psychiatric cases. Just this week we had a case ot 
prolonged care of an asthmatic patient in the office. 
Probably the most difficult problem here lies in 
adding outpatient visits to authorized in-hospital 
care, before and after hospitalization, in medical, 
pediatric, and psychiatric cases. This is care not 
provided by law and is a liability of the patient. 
Specifically, tonsillectomies in the outpatient de- 
partment have been performed in many instances 
and the physicians have been disturbed because 
payment could not be made. Here, again, as acute 
medical emergencies in the home, the directive does 
not provide for payment. 

Drugs.—When the program first commenced, in 
December, 1956, several physicians communicated 
with us, pointing out that they furnished drugs for 
their obstetrical patients. Some indicated that this 
was the patient's only source of drugs, and others 


asked specifically if they could be reimbursed it 
they furnished drugs for the direct management of 
the pregnancy. In keeping with our directive for 
full maternity coverage, it was decided that in those 
instances where this was customary and was the 
practice in the community, the physician could 
furnish the drugs and include the costs in his bill- 
ing. A policy letter was published to this effect, and 
fiscal agents were authorized to pay such billings. 
There were some physicians who did not desire 
to participate in this plan and raised an objection 
to furnishing drugs. It was pointed out that this 
was not mandatory but authorized where it was 
already the custom. Some physicians then reported 
that it placed them in competition with their neigh- 
bors if they refused to furnish such drugs, and rep- 
resentations against this plan were frequently made 
by practicing obstetricians. Also, the pharmacists 
began registering objections to it by mail, to the 
congress, and to our office. They desired a plan 
whereby the pharmacist could bill directly for drugs 
furnished to obstetrical patients. A survey con- 
ducted by our office over a four-month period 
showed that of 8,973 claims paid for maternity care, 
936, or 10.4%, included charges for prescribed drugs 
at a total cost of $10,300, or $11 per claim. Nation- 
wide, approximately 95,711 claims were paid to 
physicians from April 1 through July 31, 1957, at an 
estimated cost of $110,000 for prescribed drugs. I 
am giving vou this over-all figure to point out the 
fact that, since it costs approximately $3.00 per 
claim, administratively, to pay each claim, indi- 
vidual billings on drugs would cost more than the 
drugs themselves. Today this is an enigma in which 
the Office for Dependents’ Medical Care finds itself 
as to just what action is best. In view of the small 
number of patients utilizing this part of the pro- 
gram, a critical review as to whether it should be 
continued seems proper. 

Elective Surgery.—The question of elective sur- 
gery has also proved a difficult one. Section 103 (g) 
(2) of Public Law 569 specifically excludes “nerv- 
ous and mental disorders, chronic diseases, or elec- 
tive medical and surgical treatments . . .” Just when 
a specific procedure is or is not elective may, of 
course, vary. Also, surgeons not infrequently com- 
bine care that is authorized and elective procedures 
at the same hospitalization. We, of course, have 
been billed for realigning of ears, adjustments to 
the size and shape of the nose, plastic procedures 
on scars, removal of moles, and other circumstances, 
which from the total evidence submitted at the 
time of billing are purely elective by all definitions. 
We have given long and careful thought to this 
subject and have sought the advice of national 
specialty societies in an attempt to prevent both 
physician and patient from proceeding with a pro- 
cedure which is not covered for payment. I will 
describe in detail our plans in this regard under 
the schedule of allowances to be discussed later. 
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Chronic Diseases.—As | mentioned in the above- 
quoted reference, chronic diseases are also excluded 
from payment by the program. On the other hand, 
an acute exacerbation of a chronic disease, requir- 
ing hospitalization, is payable. It is often difficult 
to sav when an acute exacerbation ends and govern- 
ment liability ceases. Therefore, in the administra- 
tion of the program, some differences of opinion 
will inevitably develop in the analysis of such cases. 
The admission, diagnostic investigations, and opera- 
tions in some cases of hydrocephalus, the mentalls 
retarded, the sequella of poliomyelitis, and other 
chronic conditions have been difficult to clearly set 
forth as to government liability. This area is being 
given constant study with a view to clarification to 
the dependent and physician. 

Psychiatric Diseases.—Nervous and mental dis- 
eases are not covered for payment under the pro- 
gram. However, the joint directive provides that 
acute emergencies of any nature, requiring admis- 
sion to a hospital, are allowable for the period of 
the emergency or until other arrangements can be 
made for treatment. Of course, many psychiatric 
patients are admitted under this provision, and 
certified emergencies are often prolonged or even 
repeated. The crux of the problem here is to prevent 
the classification of routine psychiatric therapy a+ 
an emergency for admission or the prolonged con- 
tinuation of the emergency for the purpose ol 
furnishing routine care. After careful advice from 
psychiatric consultants and the American Psychiat- 
ric Association, we are trving to clarify this area so 
that there will be better mutual understanding. 

Schedule of Allowances.—Most of you = are 
thoroughly familiar with the haste necessary in 
order to place the Medicare Program in operation 
by Dec. 7, 1956. Needless to say, our published 
schedule of allowances leaves a great deal to be 
desired in some areas. Based on the experiences of 
the past year, a manual has been developed which. 
in our view, will serve as a guide to the physician 
in rendering care under the program. | wish to take 
up this subect in some detail. 

Medical Services.—A great deal of time and effort 
has been spent in adding items which will facilitate 
the management of medical cases. We now have 
codes for visits at the home, office, and hospital. 
with explanations as to when such visits are pavy- 
able. For example, under office visits, it is clearly 
pointed out that these are authorized only tor ma- 
ternity and injury cases. A plan far the management 
of the newborn infant, for such care as is authorized 
in the hospital, office, or home, has been caretully 
spelled out. Medical visits to the hospital and con- 
sultations have been clearly defined and provision 
made for cognizance of medical cases requiring 
difficult histories and physical examinations in the 
initial studies. A special section is added on children 
to cover fluid therapy, accidental poisoning, and 
special pediatric procedures. 


Feb. 1, 1958 


Surgical Services.—The general information sec- 
tion of surgery has been augmented, based on infor- 
mation received from national specialty societies 
and the experiences of our office. Prehospital care. 
preoperative care, and postoperative care have been 
clearly delineated. Provision is made for separate 
fees when the operator is a person other than the 
one furnishing such care. Elective surgery has been 
more clearly defined, and items which may fall in 
this category have been marked in the schedule 
with a large “E” so that the physician may assure 
himself before beginning the service that care is 
authorized. Surgical procedures which are inde- 
pendent on their own have been marked with an 
asterisk, and additional service rendered during the 
hospitalization of such cases may be billed on a 
visit basis. Some new items have been added to the 
fee schedule, and many others have been clarified 
as to nomenclature and meaning. A section on in- 
juries and minor surgerv has been added to cover 
such items as first degree burns, abrasions, lacera- 
tions, sprains, and similar injuries commonly treated 
in the office. A section has been added with proper 
listings of procedures required in the field of physi- 
cal medicine. Explanations are offered as to when 
these items are pavable. 

Maternity Section.—There will be offered to each 
state contracting under the program a choice of 
having the maternity service paid on a visit basis or 
on a trimester basis. Plans are submitted with ex- 
planations of each method. Cesarean sections have 
heen clarified, and codes are listed independenth 
for prenatal and postnatal care. and the question of 
whether or not a prenatal and postnatal fee is in- 
cluded with the fee for Cesarean sections will be 
spelled out. Some duplicate items have been omit- 
ted and others clarified. It is believed that the new 
manual will go a great wav in alleviating most of 
our previous problems in obstetrical care. 

Psychiatric Care.—Since nervous and mental dis- 
eases are excluded from payment except during the 
period of an emergency, codes for psvchiatric treat- 
ments did not appear in the original schedule of 
allowances. Experience has shown, however, that 
during the period of emergency any and all psv- 
chiatric treatments mav be carried out. The new 
schedule of allowances will, therefore, have a sec- 
tion for psychiatric treatments to include original 
physical examination, insulin and shock therapy. 
psychotherapy, and other items peculiar to the 
practice of psvchiatry. This will enable fiscal agents 
on a local basis to process claims on psychiatric 
cases without forwarding them to the Office for 
Dependents’ Medical Care in the majority of cases. 
We have also made a diligent attempt to define the 
liability of the government in psychiatric cases so 
that the physician will know how to proceed with 
the proper management of the case as to liability 
for payment. 
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Miscellaneous.—Permission has been sought and 
obtained for the direct payment of nurse anesthe- 
tists and physical therapists. Authorization has been 
sought and obtained for dentists who are qualified 
oral surgeons on the staff of their local hospitals to 
admit and discharge patients and bill for oral sur- 
gerv if the care given is authorized for payment. 
Provision has been made for payment of x-ray or 
radium therapy when it is commenced or prescribed 
while the patient is an inpatient receiving author- 
ized care and is carried out after discharge from 
the hospital. An improved Form 1863 is being 
developed with different colors for hospitals and 
physicians. The form should be available in 1958. 

I have given vou some of the considerations which 
have confronted the Office for Dependents’ Medical 
Care in the first year of operation. Utilizing ex- 
periences gained under the program to date and 
the advice of some 12 national medical organiza- 
tions, including the A. M. A., we have, and shall 
continue as best we know how, to admnister the 
program in compliance with the tenets of medical 
practice and legal requirements of Public Law 569. 
Every effort will be made to keep the practice ot 
medicine under this program in step with the high 
standards and ethics of the practice of medicine in 
our respective states and territories. When special 
problems arise with the respective states and terri- 
tories we will continue to lean strongly on the ad- 
vice and recommendations of State Medicare Com- 
mittees. Any apparent efforts of the Office iki 
Dependents’ Medical Care to inquire about details 
of any particular medical or surgical case is based 
solely on the requirement that we must determine 
the legal liability of the government. 


Presentation by Lieut. Col. R. J. Richards Jr., M.S.C. 


I, too, am pleased to be able to discuss with you 
today certain significant aspects of administering 
the Departments’ Medical Care Program. I have 
used the term significant advisedly, for time does 
not permit a discussion of all of the aspects of the 
program. I am sure we all recognize that the pro- 
gram is indeed complex, and, as such, many of the 
matters requiring adjudication are not susceptible 
to being treated on a “black” or “white” basis. The 
or is also unique in that it is one that has not 

attempted previously by the uniformed serv- 
ices. There have been few prescribed guide lines 
to which any of us could refer in administering the 
program. In general, our guide lines have been 
developed during the course of operational activ- 


ities. 

Personally, | think this has been a healthy situa- 
tion for, in administering a dynamic program such 
as this, it has permitted us to be flexible in taking 
actions which otherwise might not have been pos- 
sible. Of course, this so called “playing it by ear” 
has presented its problems. When they have arisen 
we have endeavored to resolve them as expediti- 
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ously as possible. With the experience gained to 
date, however, we believe that we now are able to 
prescribe more comprehensibly procedures which 
will facilitate the perpetuation of the program. | 
will comment more on this later. 

Before commenting on specifics, | would like to 
sav that the success this program has achieved to 
date materially exceeds that which many of us 
envisioned approximately one year ago. This 
achievement is due to several factors. To mention 
a few of these, may I cite (1) the outstanding work 
of the Interservice Committee and those persons 
and organizations, including your own, which as- 
sisted in the development of the joint directive and 
our contracts, (2) the continued assistance the 
Office for Dependents’ Medical Care has received 
from the A. M. A., the American Hospital Associa- 
tion, Blue Cross, Blue Shield, the insurance indus- 
trv, and others during the operational phase of the 
program, and (3) the splendid cooperation and 
accomplishments of our Medicare contractors. 

In my opinion, these results attained jointly bv 
personnel from civilian activities and from the uni- 
formed services have been made possible primarily 
because of mutual trust and respect. /.s long as 
these relationships persist the effectiveness of the 
program undoubtedly will continue to be enhanced. 
We in the uniformed services charged with ad- 
ministering the program will strive to maintain this 
posture. We are confident that those in civilian 
activities will do the same. 

Over-all Costs of Medical Care.—Colonel Lowry 
stated earlier that during the period from Dec. 7, 
1956, through Nov. 30, 1957, the Office for Depend- 
ents’ Medical Care has reimbursed payments made 
by contractors for 198,235 hospital claims amount- 
ing to $20,895,467, and for 316,682 physician claims 
amounting to $22,745,606. Those reimbursements 
in total amounted to $43,641,073. 

While these amounts are substantial, it is to be 
recognized readily that they do not reflect the extent 
to which medical care was actually received by 
dependents. For example, based upon data avail- 
able, it was estimated that during the period Dec. 
7, 1956, through June 30, 1957, dependents would 
receive medical care under the program, amounting 
to approximately 40 million dollars. During the 
same period, and included in the amounts previous- 
ly mentioned, contractors made payment only for 
such care in the amount of $23,213,080. If our 
estimate of $40 million was accurate, claims 
amounting to about $16,800,000 were vet to be paid. 

This outstanding difference is attributable in part 
to the normal time required for a physician or hos- 
pital to admit a claim following the furnishing ot 
authorized care, its payment by a contractor, and 
the contractor's subsequent reimbursement by the 
Office for Dependents’ Medical Care. In part, it is 
also attributable to the fact that claims are not al- 
ways submitted promptly by a physician or hospital. 
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The Office for Dependents’ Medical Care is still 
receiving a substantial number of claims for care 
that was terminated last December. It is our esti- 
mate that claims covering care furnished through 
June 30, 1957 will continue to be received over an 
18-month period, through December, 1958. Until 
all such claims are received, we will not be able to 
evaluate accurately the extent of the program or to 
determine the validity of our estimates. We are 
hopeful that our state medical society contractors 
will encourage participating physicians to submit 
their claims promptly. 

For the 12-month period from July 1, 1957. 
through June 30, 1958, we have estimated that de- 
pendents will receive care under the 
amounting to about 73 million dollars. Here again 
though we will not know the accuracy of these 
estimates until about December, 1959, which is 15 
months later. 

In view of these influencing factors, it is esti- 
mated that the Office for Dependents’ Medical 
Care will reimburse contractors for claims paid by 
them during the current fiscal vear in an amount 
approximately 76 million dollars. 

Impact of Claim Volume on Contractors.—The 
increasing volume of claims for medical care aris- 
ing under the program, coupled with the previously 
mentioned time lag, has had a direct and significant 
impact on contractors functioning as fiscal admin- 
istrators. For ease in elaborating on this point I will 
categorize fiscal administrators into two groups: (1) 
those paving claims from a government advanced 
payment and (2) those paving claims with their 
own capital. 

The first group, those contractors who obtained 
a cash advancement based on initial estimates, in 
most cases have found the amount to be inadequate. 
Several contractors have already requested and ob- 
tained an increase. Action is currently being taken 
to increase the cash advancement to others to meet 

new requirements. 

The second group, those contractors who elected 
to use their own capital for paying claims have 
found that either their capital was inadequate to 
make prompt payment or the volume of funds re- 
quired for such purposes precluded the taking ad- 
vantage of investment opportunities. In order to 
obviate these adversities several have recently re- 
quested and have been authorized a cash advance- 
ment. Of the 53 contractors paying claims under 
the program, advance payments have been or are 
being provided to 26. All contractors who have re- 
quested an advance payment have had it author- 
ized 


During a recent analysis of payments made by 
contractors operating with their own capital, it 
appeared that some contractors were not making 
prompt payments. While it is difficult to evaluate 
this accurately, it was our opinion that if working 
capital were as a cash advancement, pay- 
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ments could be . Since this matter can 
best be determined by each contractor, it is sug- 
gested that, as appropriate, each contractor eval- 
uate its cash requirement. If a cash advancement 
will be helpful in making prompt payments, an 
application should be initiated. | have available in- 
struction sheets which will be helpful in submitting 
such applications. 

Administrative Costs —From an over-all stand- 
point, administrative costs of contractors adminis- 
tering the Dependents’ Medical Care Program have 
approximated 3.5% of their payments for medical 
care. While this percentum is not excessive on the 
surface, a closer examination indicates that it is too 
high. 

Recently an analvsis was made of the final ad- 
ministrative cost statements submitted by contrac- 
tors covering the period from the inception of the 
program through June 30, 1957. The costs submit- 
ted were adjusted, as indicated, to exclude the 
nonrecurring type expenses such as those pertaining 
to the printing of the fee schedules and manuals 
and to negotiations. With these exclusions, the 
residual costs reflected more accurately operational 
activities. While all of these costs have not been 
audited, it appears that the administrative cost of 
paving a physician's claim will range from approxi- 
mately $1.00 to $11.42. It is to be explained that 
the analvsis revealed that the volume of claims 
paid by a contractor had no noticeable influence on 
the cost of paving a claim. The analysis also re- 
vealed that no particular category of Fiscal Ad- 
ministrator (e. g., Blue Shield, Insurance Company, 
or State Society) was more or less effective than 
the others. 

The administrative cost per claim paid has a sig- 
nificant influence on the over-all cost of the program. 
It is the opinion of the Office for Dependents’ Medi- 
cal Care that the cost per claim paid should not 
exceed $3. Thirty-four contractors experienced costs 
less than $3 per claim. It is to be explained that 
since July | several contractors whose cost per 
claim paid prior to that date was in excess of $3 
have reduced their costs below $3 per claim. All 
other contractors are urged to take similar actions, 
and if the Office for Dependents’ Medical Care can 
be helpful, we will be glad to cooperate. 

Renewal of Contracts.—The original contracts for 
administering the Departments’ Medical Care Pro- 
gram were designed to expire by their own terms 
on June 30, 1957. During the months of May and 
June all contracts were extended into 1958 with 
varving termination dates. For reasons of economy 
and attendant increases in effectiveness, five con- 
tracts have been scheduled to be negotiated in 
January, and five contracts have been scheduled to 
be negotiated each month thereafter through No- 
vember. On Nov. 18, 1957, the Office for Depend- 
ents’ Medical Care sent letters to all contractors 
alerting them to the forthcoming negotiations. It 
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is planned that additional information to include 
the documents to be negotiated will be furnished 
in the next few days to those contractors who are 
scheduled for negotiations in January, February, 
and March. Other contractors may expect to receive 
similar data at least 60 days prior to the established 
negotiation date. 

Colonel Lowry has indicated to vou the revisions 
that have been made in the Schedule of Allowances 
to be negotiated. | would like to comment briefly 
on the changes which are being proposed for the 
basic contract: 

1. The contract will be restated. Since the incep- 
tion of the program, all contracts have been modi- 
fied several times. In order to permit reference to 
only one contract instrument, the basic contract and 
all modifications have been incorporated into the 
renewal modification. 

2. The contract has been tailored to reflect the 
manner in which the program is actually being 
administered. At present, there are no provisions in 
the contract to provide documentary authorization 
for certain actions being taken by contractors (e. 2.. 
provisions set forth only in Numbered Letters pub- 
lished by the Office for Dependents’ Medical Care ). 
Further, the Schedule of Administration regarding 
invoices and adjustments is at varience with the 
manner in which such documents are being 
handled. These authorizations and inconsistencies 
will be taken care of in the renewal modification. 
While the resultant contract will be somewhat long- 
er than the present one, we are confident that the 
additional guidance incorporated in the instrument 
will be mutually beneficial. 

3. Audit requirements have been eased. At pres- 
ent a contractor's administrative costs are subject 
to audit each six months. The renewal modification 
is slated to change this time schedule and provide 
for an annual audit. 

4. Provisional claims rates will be established for 
all contractors. The complexities of reimbursing 
contractors for routine administrative costs on an 
itemized basis preclude a continuation of this pro- 
cedure. No benefit accrues to a contractor by beme 
reimbursed on an itemized invoice since all costs 
are subject to audit. Claim rates will be established 
based on negotiations and can be altered at any 
time a contractor believes the rate is inadequate. 

In summary, it can be stated that no significant 
additions or deletions to the contract are being 
proposed. Instead the contract is being revised and 
refined to provide authorization for the manner in 
which the program is actually being administered. 

Major Administrative Problems.—1 mentioned 
earlier that as problems have arisen we have 
attempted to resolve them as expeditiously as pos- 
sible. While we have been reasonably successful in 
taking such actions, we have not yet completely 
solved three major problem areas. The first such 
problem involves the volume of special report type 


cases which must be replied to within 20 days after 
receipt in the Office for Dependents’ Medical Care. 
We are hopeful that the publication of the revised 
schedule of allowances will materially alleviate this 
situation. 

The second problem involves the invoices for re- 
imbursement submitted by contractors. For some 
reason a considerable number of contractors are 
not complying with the provisions of the contract 
regarding the coding of claims, the punching of the 
machine record cards, and the preparation of the 
machine tabulation which must accompany each in- 
voice for payments to physicians. 

The numerous errors which are detected by our 
steff in processing these invoices result in payment 
being unduly delaved or payment being denied 
pending the contractor's resubmission of corrected 
documents. All contractors are urged to give this 
matter careful consideration and comply with the 
pertinent provisions of the contract so that prompt 
payment may be effected. 

The third problem is one which we have detected 
during our postaudit of claims paid by contractors 
and subsequently reimbursed by the Office for De- 
pendents’ Medical Care. The postaudit has revealed 
that payment is being made for medical care not 
authorized under the program or for care received 
by ineligible persons. When these erroneous pay- 
ments are detected there is no alternative but to 
notify the contractor and request that corrective 
action be initiated. These notifications undoubtedly 
are disturbing to all concerned. | must hasten to 
add that to date our postaudit of claims has been 
minimal, and claims paid by all contractors have 
not yet been audited. The only solution to this 
problem rests with the contractor. Every effort 
should be made to make only those payments au- 
thorized under the contract. 

Contemplated Improvements.—In closing, | want 
to state that the Office for Dependents’ Medical 
Care in conjunction with representatives of the 
A. M. A. and other organizations is constantly striv- 
ing to simplify the program. | have already men- 
tioned the change in audit requirements which will 
be incorporated in our contracts. As soon as suffi- 
cient cost data are generated, we are hopeful that 
we will be able to enter into a fixed price agree- 
ment with each contractor to cover administrative 
costs. This action should reduce operational costs 
and should reduce even further current audit re- 
quirements. 

Efforts are still being made to revise and simplity 
the claim form. We are most anxious that the new 
form be a good one, and we have solicited com- 
ments and recommendations from all pertinent 
parties. We are hopeful that the new form will be 
put into use about the middle of next year. 

We shall continue to analyze the program and 
to effect timely improvements as the situation 
permits, 
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Dr. Hamiton: We will now consider the ques- 
tions and problems submitted by various representa- 
tives. Our panelists are Drs. Hussey and Kennard 
and Col. Lowry and Lieut. Col. Richards. The 
questions will be apportioned among the panelists. 

Question.—To what extent is the autonomy of a 
constituent association threatened by the actions of 
the Department of Defense as a result of proposals 
to the government channeled through the Advisory 
Committee? 

Dn. Hussey: The Advisory Committee is nothing 
more than just that. It is to help Dr. Berry with 
questions he may raise for advice in administering 
the program. When the Advisory Committee gives 
such advice, Gen. Robinson acts or does not act on 
such advice. There is nothing in such advice or 
decisions reached that does away with the negotia- 
tions by the state associations and the Department 
of Defense in the contracts. 

Question.—Under what conditions are payments 
approved for sterilization of the female? 

Cor. Lowry: Any acute medical or surgical con- 
dition which is necessary for proper treatment is 
available under Medicare. The best example I know 
of is heart disease. 

Question.—Why can not the manuals and neces- 
sary papers for renegotiations be made available to 
the local state groups prior to the stated “60 days 
before the end of the present contract”? 

Lieut. Cor. Ricnanps: The question is well taken. 
It is contemplated that the new manual on the 
schedule of allowances will be sent to all contrac- 
tors in the next few days. We will not be able to 
send the contract review modifications until about 
60 davs before. As indicated, the renewal contract 
modification will incorporate all previous contract 
modifications that have been made up to that time. 
Obviously, if we sent out proposed contracts now 
for next July or August, there may be several more 
modifications to be incorporated. We can send you 
a more or less marked-up copy of the contract docu- 
ment. If you are scheduled for January or 
February, you will get the material as modified 
up-to-date. 

Question.—1. Why cannot the Defense Depart- 
ment negotiate on an indemnity basis (or fee for 
service) for those states desiring such? 2. If an 
indemnity contract is considered, will the con- 
tracting state have to guarantee that the total cost 
to the Defense Department will not be increased? 
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Dr. Kennanp: | think Col. Lowry or Lieut. Col. 
Richards should comment on this too. This is a com- 
plex question. I think that only Congress can deter- 
mine eventually whether an indemnity plan is 
contemplated. The provisions of the law as they 
stand now, in my opinion, do not preclude an in- 
demnity type plan, but there has been some inter- 
pretation by the Department of Defense that the 
intent was to have a service contract. The provisions 
include a $25 charge for hospital admission or per 
diem cost multiplied by a specified number of days 
of hospitalization, whichever is greater, and has 
been interpreted as limiting the cost. During the 
legislative history of the bill (Kilday) these other ap- 
proaches of indemnity were considered, but when 
the bill came through it didn't say. Gen. Robinson 
has said that any state which desires to propose a 
plan for an indemnity type program will receive 
consideration. At the last meeting of the Advisory 
Committee, it was recomended that such plans be 
sent to the Advisory Committee for consideration. 

Cor. Lowry: | agree. 

Dr. Hamuvron: Then the only way it can be 
altered is by further legislation or a different m- 
terpretation. 

Cor. Lowry: The type of contract directed by 
the law is for the Secretary of Defense to decide. lf 
it were decided to use an indemnity contract, the 
machinery would have to be modified by the Secre- 
tary of Defense. 

Dr. Hussey: In early negotiations with the De- 
partment of Defense and people making up the 
directives, we presented the argument “why have 
a fee schedule?—let the physician charge his fee.” 
The directives do not specifically deny an indemnity 
program, but the people in the DOD office said that 
it should not be an indemnity program. 

Question.—There have been rumors indicating 
plans were under way for enlarging the scope of the 
Medicare program as well as increasing the cate- 
gories of eligible persons. Are these rumors well 
founded? 

Dr. Hussey: At the conclusion of the last meeting 
of the Advisory Committee there were points 
brought up about extensions of services and ex- 
tensions of eligible persons. These will be con- 
sidered the next time the Advisory Committee 
meets. 

Question.—What conditions might arise that 
would justify paying two doctors for hospital visits 
on the same patient at the same time? 

Cor. Lowry: The directive says that two phy- 
sicians will not be paid for work on the same pa- 
tient at the same time except where supplementary 
services are warranted. All we ask is that the form 
so indicate the need. Sometimes we get a bill for a 
dilation and curettage and 15 visits from another 
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physician, without any reason stating why there 
were two physicians needed, and then we can't pay. 
The forms must state the conditions. 

Question.—What is the attitude of the ODMC 
toward contract negotiation without a fee schedule? 

Lieut. Cor. Ricnanps: This has, in part, already 
been commented on. At long as we do not have 4 
program other than what we are currently adminis- 
tering, there is no possibility of contracting without 
a fee schedule. The government has never been 
known to buy services or anything without know- 
ing how much it is going to cost. In order to have 
some type of maximum cost, the government must 
know what its anticipated liability will be. 

Dr. Kennanp: | would like to comment on this. 
There is a completely different proposition between 
a no fee schedule and an indemnity program. These 
are two entirely different subjects. I disagree with 
Col. Richards on his interpretation of the law on no 
fee schedule. | think within the law vou can have 
a no fee schedule type. The cost plus 10% arrange- 
ment that government has in industry is a no fee 
schedule contract. This was the argument of the 
task force on every occasion of our representation. 
The decision was made by the Department of De- 
fense to make it a service program, Then consider 
the hospital program. 

Cor. Lowry: Col. Richards didn’t say that Public 
Law 569 prohibited it, but our contracting law 
says it must be within the appropriation. 

Cor. Ricnanrps: About your point on the hospital 
contracts, Dr. Kennard, we don't have a schedule 
for hospitals—but in certain respects we do. Before 
any hospital can be paid it must submit its schedule 
of charges to the public. If we know what the 
general public would pay, then we know whether 
we are being charged more. 

Question.—_In Virginia the state law prevents 
physicians from dispensing drugs. Consequently, 
no drug claims are being processed. Doesn't this 
work a hardship on the program? 

Dr. Hussey: It doesn't work a hardship on the 
program, but when an obstetric patient needs 
medicine, she would have to pay for it out-of-pocket 
unless the physician gave them to her without cost. 

Question.—ls the new manual to contain a stand- 
ard to apply to all contracts? 

Cor. Lowry: No. This is being distributed as a 
guide. There may be some things that you don't 
want, and all it takes to get them out is a red 
line. We hope you use it in the spirit of a guide. 

Question.—What major changes in contract pro- 
visions are being contemplated by ODMC? 

Lieut. Cor. None are being proposed 
other than the audit requirement being extended 


to once a year. We are just trying to spell out more 


clearly the administrative things. 


Question.—Is there any provision for maternity 
care for those widowed during their pregnancy? 

Dr. Kennarp: The legal liability terminates with 
the death of the service individual. Dependents are 
entitled to care in military facilities after date ot 
death of the sponsor but not entitled to care at the 
cost of the government in civilian facilities. 

Question.—In view of the suggested limitation to 
$3 on administrative costs, does the ODMC plan to 
transfer certain responsibilities and administration 
now done by State Societies and fiscal agents to 
the ODMC? 

Lievt. Cor. Ricnarps: I can say there are no 
contemplated changes in contracts. Contractors’ 
responsibility is expected to be continued. With 
respect to the $3 it needs a little elaboration. We 
think we are somewhat business men. We know 
costs can go up and Medicare costs can go up too. 
We are able to tell that 34 contractors can do it 
for $3 or less. In some that were costing higher 
than $3 during the initial period, the contractor 
acknowledged it and took action trving to lower 
the cost. We expect contractors to do their best 
to cut costs, but we are sensitive to increasing costs 
throughout the nation. 

Dr. Hamuvton: The majority of the questions 
have been answered, and we would now like to 
give the floor to the representatives, then we can 
go back for more questions. We have questions 
with regard to Ohio, and there is a request that 
Dr. Hudson discuss the Ohio plan. We have an- 
other request to hear about the questionnaire sent 
out by Georgia. 

Dr. Cuarces L. Hupson ( Ohio): | am past-presi- 
dent of our association and was spokesman for the 
negotiation committee in Washington. | am also 
chairman of the committee studying finances of 
medical practices. The association has asked me 
to use every opportunity that presents itself to speak 
on this subject. The present directive could he 
changed to an indemnity type plan if the govern- 
ment so desired and it would not be difficult. That 
is all | am going to say in the way of coercion— 
we are all thinking about the differences of opin- 
ions, and | would not like to deny anyone else's 
point of view. 

We know the attitude of the A. M. A. We feel 
that they are permissive, and we hoped we could 
have an indemnity plan. We had a directive from 
the government to attempt to interest the doctors 
of the state in a service type plan. The doctors 
were not interested. 

In Washington, D. C., our relations were cordial. 
We pushed for an indemnity plan, and, in spite of 
the permissiveness of the law, DOD said it must 
be service. We felt we couldn't contract. Our men 
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did help to create a schedule of allowances which 
the individual doctors could subscribe to if thev 
wished. 

The article appearing in Tue Journ at is wrong— 
this is not a schedule of allowances which is “mutu- 
ally agreeable.” We have not denied the program 
and our council acted as follows: “Acting in the 
interests of national defense and security, the coun- 
cil voted to cooperate with the department, pro- 
vided that a satisfactory agreement could be worked 
out between the association and the Department ot 
Defense.” 

The council made the following decisions: The 
OSMA through its committee and headquarters 
office staff would cooperate with the Department 
of Defense on all matters relating to the govern- 
ment’s Medicare program in giving assistance to 
tell dependents of their rights under the law, pro- 
viding the members of the OSMA with detailed 
information about the program and assist the gov- 
ernment in assembling data on prevailing charges 
of Ohio doctors of medicine. 

The position of the OSMA Council was then 
stated: 

The Ohio State Medical Association is unable to enter into 
the proposed Medicare Program contract which has been 
submitted to it by the government, because there is a seem- 
ingly irreconcilable difference of opinion between the De- 
partment of Defense and Ohio State Medical Association on 
the following basic principles: 

1. The principle subscribed to by the Ohio State Medical 
Association that it is the privilege and right of every indi- 
vidual doctor of medicine, after meeting the obligations im- 
posed on him by the state licensing law and the Principles 
of Medical Ethics, to decide for himself how he will prac- 
tice his profession. 

2. The principle subscribed to by the Ohio State Medical 
Association that it is the privilege and right of every indi- 
vidual doctor of medicine to decide for himself whether or 
not a fee offered by a third party shall be accepted by the 
doctor as payment in full for his professional services to 

patient. 

3. The principle subscribed to by the Ohio State Medical 
Association that the association has no right, legal or moral, 
to commit any of its members to a payment-in-full medical 
care program. 

Gen. Robinson has said that the program is going 
well and about 20% of the doctors are cooperating. 
The opinion of the office (OSMA) is that there 
have been no difficulties. 

Dr. Hamiucron: There are some specific ques- 
tions on this which I would like to put to Col. 
Lowry concerning Ohio. 

Question.—ls there a fee schedule? Is there a 
ceiling for fees? How is it averaging out? May 
other states change to such a plan? 

Cor. Lowry: | find no conflict with the state- 
ment of the doctor from Ohio. According to our 
figures, with 10,000 doctors in Ohio, 1,936 submitted 
claims under this program. To change to this plan 
is simple—just don't sign an agreement and then 
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we have to put it in operation. We have no Medi- 
care committee in Ohio and that is hard on us. 
When we get a bill not in conformity then I have 
to enter into negotiation with the doctor person- 
ally. | write and tell him the rules of the game, 
and doctors have written back and we get it worked 
out. I think it is working beautifully, but I think 
the benefits we get from the state committees are 
very beneficial. We couldn't do this for all the 
states. Fortunately we only have to do it for Rhode 
Island and Ohio. 

Dr. Hamuvron: How are the costs averaging out? 

Cor. Lowry: Same as other states. No physician 
has been reduced below the fee charged without 
his approval. 

Question.—How is it averaging on administrative 
cost? 

Lievt. Cor. Ricnanps: There is a schedule of 
allowances pertinent to each state. Col. Lowry has 
indicated that these schedules have been negoti- 
ated with all states except Rhode Island. ODMC 
formulated a schedule for Rhode Island, but Ohio 
helped on theirs. On administrative costs, we were 
unable to arrive at a decision as to who would pay 
claims. It was requested that Ohio Blue Shield do 
this, and they did not elect to do so. Then we 
asked the Comanding General of the First Army 
to pay the claims and in Rhode Island; we also 
asked the Commanding General to do it. It was a 
tremendous job to ask of these people, but they 
did quite well. Then we went on our own to get 
a contractor to pay claims submitted by physicians 
in Rhode Island and Ohio. We asked Mutual of 
Omaha, and they took the contract. Mutual's cost 
in both of these states is substantially under the $3 
maximum, 

Dr. Kennarp: There is something I would like 
to add. Physicians in Ohio sign the same claim 
form as physicians in other states having contracts, 
and in signing the form they accept the amount 
paid as full payment. If they do not sign the claim 
form, then they get nothing. 

Ma. Minton D. Kavecer (Ga.): ls ODMC con- 
sidering to allow Ohio to go ahead and continue 
on this principle? 

Cor. Lowry: | believe it will go on as it is now 
at present. 

Dr. Hussry: The only way to reopen it is to have 
the negotiating party submit a plan that requests 
some change in the program. This plan would then 
be referred to the Advisory Committee, and I as- 
sume that, pending some kind of action on the 
matter, the state would go along with whatever 
program is in operation now. 

Dr. Cuarntes L. Hupson (Ohio): Referring to 
what Dr. Kennard said, it is up to the physician in 
Ohio to decide whether or not he wants to sign 
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the claim form as taking the sum allowed for full 
payment. We felt that was something for the physi- 
cian to decide, but we didn't feel that the state 
medical association should bind the doctors to a 
contract with the DOD. I think there have been 
some cases where fees have been raised. 

Dr. W. Vinson Prence (Ky.): Assuming that the 
negotiating team can discuss an indemnity plan 
with the Defense Department, would it assume 
that the contracting state have to guarantee that 
total cost would not exceed the cost as under the 
present program? 

Cor. Lowry: Any decision to place in operation 
an indemnity plan would have to carry with it the 
necessary legal instruction. 

Dr. Kennxanp: This comes back to the fact that 
if your state comes up for negotiation in the next 
five months and unless a special meeting of the 
Advisory Committee is called to consider a change 
in the plan, then the present programs will go on 
as they are. The procedure now is to have plans 
submitted before the next meeting of the Advisory 
Committee in April. 

Dr. Hamuvton: I would like to call on Dr. Me- 
Loughlin from Georgia to hear about the study 
they made. 

Dr. Cunis J. McLovenmun (Ga.): We felt as 
though we were sitting in a poker game, and 
wanted to find out what the other states were doing 
so we sent out a questionnaire. We were also in- 
terested in finding out what type of program the 
various states would ask for in the future. I will 
not go into the details of the survey because the 
tabulation of the questionnaires will be mailed to 
you in the next few days. It includes the role of 
the state societies showing that 11 states act as the 
fiscal agent and others indicated insurance compa- 
nies as fiscal agents with the state society determin- 


ing policy. 

It also includes the question of review boards— 
the number and basis of remuneration. The size of 
the boards range from 1 member to 48 members 
for the state, city, country, or districts. We asked 
the government if we could have some payment for 
the five members on the state reviewing board in 
Georgia. In most states we found there is no pay- 
ment whatever, but we get $50 a year for each 
review board member in Georgia. We were told 
by ODMC that no other states were paying review 
boards in any way and we found in our survey 
that the government is paying for travel for review 
board members in 14 states. The survey also in- 
cludes payment data. Georgia is paying $155,000 
per month on 1,600 claims per month. Our provi- 
sional rate is $1.15, and we have the lowest actual 
cost of $1.16. We have a normal fee schedule with 
maximums. 


The summary we will send out will also include 
reports from Florida, Indiana, Ohio, and Rhode 
Island; which are states with special provisions. 
There is nothing official about this survey, but it 
is merely an index as to what the states are doing 
now with a section devoted to the desired changes 
of the states. Out of the 49 questionnaires sent out, 
41 were returned. 

We show condensed statistics too. On amounts 
paid per month, the highest of the reporting states 
was $634,300, the lowest was $4,294, and the aver- 
age was $73,000. The highest provisional rate of 
the reporting states was $4.82, the lowest $1.00, 
and the average was $2.08. The highest actual rate 
of the reporting states was $4.00, the lowest was 
$1.16 and the average was $2.21. The highest num- 
ber of forms per month for the reporting states was 
8.964, the lowest was 74, and the average was 952. 

Approximately 25% of the replying states are 
going to apply for an indemnity schedule. We have 
not officially done anything yet, but by word of 
mouth we told ODMC we would like to negotiate 
for an indemnity schedule. We would like to talk 
with the other states that want an indemnity plan 
tov. 

Dr. Mivton V. Davis: ( Texas): This business of 
the intent of congress is the key to the whole affair, 
and I would like to bring this matter before the 
group. I have studied the senate hearings and 
there is no reference in the senate conferences that 
it is the intent of the Senate Armed Services Com- 
mittee that this be a service program. The house 
hearings do not show the intent of congress for a 
service plan either. The law does not state that it 
has to be a service plan. 

We should take a few minutes to see how this 
law was developed. The Armed Services Committee 
that originally considered it thought of an indem- 
nity plan and this plan worked out of Lackland Air 
Force Base as long as premiums were allowed to 
be collected out of pay. We have been guided in 
a large measure by statements from Blanford 
(Chief Clerk of the House Committee) and Noel 
(Capt. USN, Chm. Interservice Task Force); they 
felt that it was the intent of congress that the pro- 
gram could not possibly be an indemnity plan. It 
vou go back to the beginning vou can't find any- 
thing that shows the intent of congress to be a 
service plan. 

With regard to whether or not payment will be 
made to the hospital for physicians performing 
anesthesiology, pathology, etc., ODMC says it is a 
local problem and local patterns should be fol- 
lowed. Well, it is a local problem too whether or 
not the doctors in an area want an indemnity pro- 
gram. We could ask for a trial for a year to see how 
it works out. 
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Dra. Wai. C. (lowa): Col. Lowry men- 
tioned drugs during prenatal care. | would be in- 
terested in seeing a show of hands as to how the 
group felt about this. 

(Note: Due to an objection raised by a partici- 
pant, the chairman ruled a show of hands would 
be inappropriate and therefore was not recorded. ) 

Question.—Is it common practice of the services 
to advise their members to use military facilities 
rather than civilian facilities? 

Cor. Lowry: The law specifically states that the 
patient may elect these services in uniformed facili- 
ties or civilian facilities. The law gives the patient 
complete freedom of choice. There have been some 
problems in this area, and there have been steps 
taken to stop them. 

Dr. Hasuvton: Have there been areas where 
this has been done? 

Cor. Lowry: Yes, but steps have taken. 

Question.—Is there any noticeable trend in the 
various state schedule of fees toward an average 
which might result in a national schedule? 

Cor. Lowry: Just the opposite. There is no sys- 
tem or trend whatever. Some states are high in one 
thing but low in another and vice versa. 

Question.—Would it be possible to make Item 
0033 (prolonged and unusual care) both medical 
and surgical on individual consideration rather 
than a stated fee? 

Liev. Cor. Ricuarps: Yes. If a physician feels 
he has rendered care in excess of that normally 
rendered, he may make a request for additional 
compensation. The State Medicare Committee 
would make the determination on it. That goes for 
anything in the schedule of allowances—not just 
item 0033. Any prolonged or unusual care will be 
given individual consideration. 

Dr. Bannerr A. Newson (Kan.): Many men in 
our part of the country don't like fee schedules. 
Of those who will accept a fee schedule we find 
our biggest argument is “is it impossible to prepare 
a schedule to take care of a general practitioner 
and a specialist at the same time?” Many people 
feel specialists are worth more than a fellow just 
getting into practice. There is no such thing as a 
“usual fee” | think that is the basis for most of the 
unhappiness about fee schedules. A highly skilled 
man is not worth the same thing as a not so highly 
skilled man. Why not have a separate ceiling tor 
specialists too. 

Dr. Hasmurox: You mean that all doctors go 
to the maximum. 

Con. Lowry: Consideration was given by ODMC 
as to whether or not there should be two fee sched- 
ules for some states. To the best of my knowledge 
not one state requested such a program. Some states 
discussed two fee schedules in states of high cost 


and we expect him to file his normal fee. If his 
normal fee is in excess of the maximum, then he 
can either refuse the patient or take the patient 
and render a special report on it. If doctors would 
consider more carefully their cases and forms be- 
fore submitting claims, it would help a great deal. 

Dre. Chances L. Hupso~n (Ohio): References 
have been made about assembling schedules. A 
tonsillectomy is an instance wherein a specialist 
can show a high degree of difference in cost. An- 
other thing is obstetrics where vou may find a 
considerable difference between the going rate and 
the highest rate of the specialists. 

Dr. James Z. ( Pa.): First I would like to 
sav that the Medicare Committee in Pennsylvania 
seems to be happy with the way the program is 
runing. I would like to revert now to a subject 
discussed earlier. | am not only a doctor but a tax- 
payer too. In talking about costs being kept under 
$3, it was indicated that Ohio was more trouble 
than the rest of the states. Is there any breakdown 
as to the costs for Ohio as compared to other states? 
In talking about the $3 figure; that is only part of 
the total cost | know. | would be interested in 
hearing about it. 

Cor. Lowry: We do not have the figures you 
mentioned. | think it would be possible to get them. 

Dr. Joun D. Mivton (Fla.): Our state is prob- 
ably the only one that broke the chain. When you 
come down to the fine points we have changed 
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living areas and low cost living areas. All states 
agreed that they would not have an additional rate 
within the state. 

1 would like to call attention to the fact that 
we dont have a fixed fee schedule. We have 
a maximum fee schedule. If in the opinion of 
a doctor he feels that the maximum is not enough 
and he can so state his reasons, then a just fee 
will be considered. In the case of the practice 
of internal medicine, there is a fee for spend- 
ing extra time on special diagnostic procedures. 
Most of the difficulties arise in deciding just fees 
because of the absence of information on the 
form. The doctor remembers all the time he put 
in, but he doesn't put it on the form. If the doc- 
tors would help on that score, then we could 
help on the other side. 

Liewr. Cor. Ricttanps: | want to mention some- 
thing about this freedom of choice on the part of 
the dependent to choose military or civilian facili- 
ties. This schedule of allowances has been offered 
for use by doctors too. The doctor has the choice of 
whether or not he wishes to accept a patient under 
the program. When a physician is approached by 
a dependent eligible for care under the Medicare 

a 1 he is of the opinion that he wishes V 16 
program anc i pinion tha 
to take care of the patient, he signs the claim form 
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precious little. We had a fee schedule to be- 
gin with, and now it is considered the mini- 
mum schedule. They all stick to it no matter 
where they live or prevailing local costs. The 
work thrown on the Florida association has tripled 
since we changed. 

1 would like to say that, over-all, the major 
portion of all claims are handled routinely by 
Blue Shield without much trouble. Only 1/30 
of the claims that are paid ever come to the 
mediation committee. The claims that are put 
in by special report likewise have been honored 
at ODMC level. 

There are some questions | would like to ask. 
I know it is costing Florida many dollars more than 
it appears on the surface. There has been discussion 
about indemnity plans, and I am wondering wheth- 
er in truth there is an indemnity program in any 
state. It has been said that in Ohio the doctors 
have to sign the same form accepting full payment, 
and, if so, that is a service plan too. If we want an 
indemnity plan does the DOD plan to change 
DA 1863 in reference to certification? 

In Florida, the hospital is paid by one agent, and 
the doctor is paid by another agent. Frequently 
there is divergence of opinion whether a claim is 
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within the law. Many times Mutual of Omaha has 
paid and our committee has said it is not allowable. 
There is a total lack of cooperation to learn what 
the other is doing. Is there any way that this could 
be improved? If the hospital contractor and physi- 
cians agent were one and the same, wouldn't it 
make a difference? 

Lieut. Cor. Ricnarps: With reference to DA 
1863, until the concept of the program is changed 
to operate on other than the current basis, the claim 
form will remain the same. With regard to lack of 
coordination between contractors, paying hospitals, 
and physicians, we try to find the reason for a differ- 
ence of action and then decide and advise the 
contractors how to handle it. As far as having the 
hospital contractor the same as the physician con- 
tractor, we feel it wouldn't make any difference. 

Dr. Hamitton: In conclusion I would like to say 
that a report of this conference will be distributed 
as well as a list of all participants. Thank you very 
much for attending this conference today and your 
interest in this program. If you have further ques- 
tions, please send them to Mr. Brower at A. M. A. 
headquarters, They will help to guide us in pre- 
paring reports and planning future activities. 

( Adjourned 12:30 p. m.) 
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POSTGRADUATE COURSES 


Notices of the following courses have been re- 
ceived by the Council on Medical Education and 
Hospitals and are presented for information only. 


In addition to the courses listed for the Univers- 
ity of Oregon School of Medicine in the annual 
list of Postgraduate Courses for Physicians, the fol- 
lowing have been scheduled: Gastroenterology, 
March 10-13; Practical Office Gynecology, — 
31-April 2; Radioisotope Technic Workshop, Apri 
29-May 1, , tentatively May 12- m 
Radiology, May 21-23. Additional information may 
be obtained from the Office of Postgraduate Edu- 
cation, University of Oregon Medical School, 3181 
S. W. Sam Jackson Park Road, Portland 1. 


A course entitled Disorders of Fluid and Electro- 
lyte Metabolism, Etiology and Management, will 
be offered by the University of California Exten- 
sion Division, Feb. 11-April 8 at the UCLA Medi- 
cal Center. This intermittent course will meet for 
two hours each Tuesday evening with an addition- 
al half-hour discussion period at each session. Addi- 


tional information may be obtained from the As- 
sistant Dean for Postgraduate Medical Education, 
University of California Medical Center, Los Ange- 
les 24. 


A postgraduate conference entitled Edema—Its 
Pathogenesis and Management will be presented 
March 13-15 at the University of Colorado Medical 
Center, Denver. Further information may be ob- 
tained by writing the Office of Postgraduate Medi- 
cal Education, University of Colorado Medical 
Center, 4200 E. 9th Ave., Denver 20. 


The Creighton University School of Medicine 
will present a Postgraduate Conference at the 
Creighton Memorial-St. Joseph's Hospital and the 
School of Medicine April 8-10, 1958. A day will be 
devoted to each of the following subjects: Prac- 
tical Clinical Hematology, Rehabilitation Proced- 
ures, Practical Office Laboratory Tests. The number 
of registrants will be limited to 50. Communications 
should be addressed to the Chairman, Postgraduate 
Conference Committee, Creighton University School 
of Medicine, Omaha 2. 
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MEDICAL NEWS 


CALIFORNIA 

Hospital News.—The City of Hope Medical Center. 
Duarte, has established a new section of cardiology 
and has appointed Dr. Max H. Weil as chief. Dr. 
Weil was formerly associated with the section of 
physiology at the Mayo Clinic. In his new position, 
Dr. Weil will direct the clinical cardiovascular pro- 
gram and the cardiorespiratory laboratory, which 
has been designed to emphasize the application of 
physiological techniques to the diagnosis and study 
of cardiovascular diseases. 


Lectureship Honoring Attending Physicians.—The 
Sacramento County Hospital has established a lec- 
tureship in honor of the physicians on the attending 
medical staff which took part in the recent effective 
treatment of a severely traumatized patient. The 
first speaker to give this annual lectureship was Dr. 
Paul Dudley White, who was introduced by the 
former president of the American Medical Associa- 
tion, Dr. Dwight H. Murray, of Napa. Costs for the 
sponsorship of the lecture will be borne by the 
organizing body, the Sacramento County board of 
supervisors. 


COLORADO 

Program for Parents of Blind Children.—The Uni- 
versity of Denver, cooperating with the American 
Foundation for the Blind and the Denver public 
schools, will provide a special program in the sum- 
mer of 1958 devoted to basic orientation for edu- 
cators and parents of blind children, The program 
will place particular emphasis on total orientation 
and mobility for the blind child. An institute, “The 
Blind Child in the Classroom,” and a workshop, 
“Orientation and Mobility for Blind Children,” 
will be held on the University of Denver University 
Park campus June 23-28, and June 30-July 8, re- 
spectively. A limited number of scholarships will 
be provided by the American Foundation for the 
Blind. The program will offer intensive study de- 
signed to provide teachers, parents, and adminis- 
trators with basic techniques which help the blind 
child gain independence in daily living. Educa- 
tional resources and programs available to blind 
children will be examined; the “long cane” tech- 
nique will be a part of the program. Information 
may be obtained from Harold K. Brasell, coordina- 
tor of clinical services, University of Denver, Den- 
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Dr. Palmer Honored.—Dr. Carroll E. Palmer, chief 
of operational research, tuberculosis program, U. S. 
Public Health Service, received the Weber—Parkes 
award in October for his work in interpreting 
tuberculin sensitivity and in tuberculosis immuniza- 
tion. Dr. Palmer is the second American physician 
to receive this award, which is bestowed every 
three vears by the Roval College of Physicians, in 
London, “for distinguished contributions in the 
field of tuberculosis.” 


ILLINOIS 

Lecture on Emotional Problems.—The fifth lecture 
in the eighth annual North Shore Hospital lecture 
series on “Emotional Problems of Childhood” will 
be held Feb. 5, 8 p. m. “Management of Puberty 
and the Sexual Drives in Adolescence” will be dis- 
cussed by Dr. Morris A. Sklansky, assistant clinical 
professor of psychiatry, University of Ilinois Col- 
lege of Medicine. The Commission on Education 
of the American Academy of General Practice has 
approved these lectures for category I credit. All 
physicians and allied professional personnel are 
invited. 


Poison Control Center in —A Poison Con- 
trol Center at MacNeal Memorial Hospital, 
Berwyn, under the direction of Dr. Ronald B. 
Mack, pediatrician, and Dr. John W. Veirs, chief, 
resident, was 1 Jan. 2. Its purpose is to fur- 
ther safeguard the health of the community and 
to aid physicians in treating cases of accidental 
poisoning. The center will operate 24-hours a day 
to provide information to physicians on the proper 
antidotes to use in treating cases of poisoning. It 
has a cross-reference file of 15,000 commercial 
products which contains the product's ingredients, 
their toxic effects, if any, and the proper antidotes 
for them. This information may be obtained free 
by any physician by calling GUnderson 4-2211. 
There are six poison control centers in Chicago 


and about 100 elsewhere in the U. S. 


Chicago 

Herrick Memorial Lecture.—Homer W. Smith, 
Ph.D., chairman, department of physiology, New 
York University College of Medicine, New York 
City, will present “Regulation of Water and Elec- 
trolytes and Its Bearing on Disease” as the third 
James B. Herrick Memorial Lecture Feb. 4, 8 p. m., 
at the Palmer House. The lecture is sponsored by 
the Chicago Heart Association. 
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and pharmacology at the school, is president of 
the school’s Sigma Xi Club. 


IOWA 

Personal.—Dr. Helen Johnston of Des Moines has 
received a silver medallion as “Woman of the Year” 
by the Delta Zeta Sorority. Dr. Johnston, who 
served as president of the American Medical Wom- 
ens Association, 1946-1947, was named “lowa Med- 
ical Woman of the Year” in 1956. 


KENTUCKY 
Plan | 


Everett L 


Pirkey has been appointed to help plar 
1 school of t the future” at the University 
of Louisville. Dr. Pirkey, who is on leave from his 
the university Medical School until July 1, will 
ant with Dr. James M. Kinsman, Medical 
School dean, and Philip G. Davidson Jr., university 
president, on development of a long-range plan for 
This will include 

the curriculum and teaching methods and develop- 
ing building plans. Under consideration will be the 
possibility of shortening the “long haul” for medical 
students who now often spend up to 12 years study- 
ing before going into practice. 


Multiple Million Dollar University Medical Center. 
—Ground-breaking ceremonies for the University 
of Kentucky's new 26-million-dollar medical center 
were held in Lexington in December. The central 
unit will be a six-story medical sciences building, 
tentatively scheduled to accept its first class of 
medical students in 1959. Attached to it will be an 
eight-story 400-bed hospital, out-patient clinic, con- 
valescent wing, and dental clinic, About half of the 
total space of the medical sciences building will be 
used for research . The center, on a 39- 
ucre tract, part of university's Agricultural 
Experiment Station Farm, will be called the Albert 
B. Chandler Medical Center in honor of Kentucky's 
governor, who is chairman of the board of trustees. 


LOUISIANA 

Study of Hypertension.—A grant of $101,000 for ex- 
perimental study of h ion has been awarded 
to Dr. Floyd R. associate professor of 


pathology, Louisiana State University School of 
Medicine, New Orleans. The grant, made by the 
National Institutes of Health, will cover a five-year 
period of research to be conducted at the Urban 
Maes Research Foundation, a nonprofit organiza- 
tion with laboratory facilities located at the School 
of Medicine. Dr. Skelton, director of the foundation, 
defined the purpose of the research as “seeking a 
clue to the relationship between the function of the 
adrenal gland and high blood pressure.” 


MASSACHUSETTS 

Hospital News.—The Massachusetts Memorial Hos- 
pitals Medical and Surgical Society was formally 
organized in November as a new professional group 
to promote the endeavors of the hospital in the 
fields of patient care, education, and research. 
Membership is open to former house officers and 
fellows, to active professional and research staff 
members, and to allied scientists. Dr. 
Levene, professor of radiology and _ radiologist-in- 
chief, Boston University School of Medicine, was 
elected president. 


Personal.—Dr. Benjamin G. Ferris Jr. on July 1 will 
become associate professor of environmental health 
and safety at the Harvard School of Public Health, 
Boston, and director of environmental health and 
safety for the University Health Services of Harvard 
University. ——George Pearman Fulton Jr., Ph.D., of 
Newton, chairman, Boston University department 
of biology, will be a visiting professor of physiology 
at the Stanford University School of Medicine in 
months beginning with the 


Harvard Remodeling Program.—A_ $2,500,000 re- 
modeling program involving two wings of a princi- 
pal building at Harvard Medical School, Boston, is 
underway. When completed in January, 1959, the 
renovated area will house the research activities of 
the ts of anatomy and 

Major reconstruction items will be the elimination 
of an amphitheatre (one of four at the Medical 
School) and inserting in its place three new floors 
for laboratories, the addition of a new floor be- 
tween the existing first and second floors, and the 
insertion of another new floor between the present 
third floor and the roof. The alterations will not 
change much the external appearance of the build- 
ing. The school’s current remodeling program was 
assisted by a matching construction grant of 
$1,126,000 from the National Institute of Health. 
Research activities of the department of pharma- 
cology, now located in another building of the 
school, will occupy the three top floors. The two 
lower floors will be occupied by the research acti- 
vities of the department of anatomy. More than 
24,000 feet of new space will have been 
added to the Medical School's facilities. 
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Scientific Counseling for High School Students.— 

Chicago Medical School's Sigma Xi Club will offer 

to Chicago and suburban high school students a 

counseling service provided by scientists who are 

faculty members at the school who will voluntarily 

serve in this counseling capacity. Jay A. Smith, 

Ph.D., is chairman of the Science Advisor Program. 

The scientists will not only counsel, but will help 

students who may be preparing exhibits or demon- 

strations for science fairs. They will also help 

teachers of science to make exhibits. Ben. B. 
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MINNESOTA 

Dr. Guttmacher to Give Medicolegal Lectures.— 
Dr. Manfred §. Guttmacher, psychiatrist to the 
Supreme Bench of Baltimore, will speak at 8 p. m. 
March 3, 4, and 6 in the 1958 Isaac Ray lecture 
series to be held this vear at the University of 
Minnesota, Minneapolis, under the joint sponsor- 
ship of the university's law and medical schools. 
Anonymous funds finance the series honoring the 
memory of Dr. Isaac Ray, one of the founders of 
the American Psychiatric Association. Dr. Gutt- 
macher who will discuss “Confidentiality and 
Privileged Communication,” “The Psychotic Mur- 
derer,” and “Psychiatric Court Clinics,” has served 
as psychiatric consultant to the Veterans Adminis- 
tration, to the Surgeon General, and as chief psychi- 
atric consultant to the Second Army. 


MISSOURI 

Hospital Celebrates —Firmin Desloge 
Hospital, main teaching hospital of the Saint Louis 
University Medical School, is observing its 25th 
anniversary vear beginning Jan. 16 and the many 
departments of the hospital have planned lectures 
which will feature authorities in various fields of 
medicine. The first session will be sponsored by the 
department of Internal Medicine Feb. 6-8. Dr. 
Robert J. Huebner, chief of viral and rickettsial 
diseases, National Institute of Health at Bethesda, 
Md., and Dr. Robert B. Logue, associate professor 
of internal medicine, Emory University, Atlanta, 
Ga., will be quest lecturers. The construction of 
Desloge Hospital was completed in January, 1933, 
through a one-million-dollar gift in memory of the 
late Mr. Firmin Desloge, for whom the hospital 
was named. Ownership was given jointly to Saint 
Louis University and the Sisters of St. Mary. Mem- 
bers of the Firmin Desloge Hospital jubilee 
planning committee are Dr. William H. Vogt Jr. 
Drs. C. Rollins Hanlon, James P. King, William A. 
Knight Jr. and Robert M. O'Brien. 


NEW YORK 

Pediatric Heart Diagnostic Laboratory.—A_pediat- 
ric heart diagnostic and catheterization laboratory 
is operating in Syracuse under auspices of the de- 
partment of pediatrics of the State University Col- 
lege of Medicine in Syracuse. The laboratory is 
located in City Hospital on Renwick Avenue. 
‘Directed by Dr. George S. Husson, assistant pro- 
fessor of pediatrics, the laboratory is equipped to 
give children with heart conditions a complete 
diagnostic examination, including cardiac cathe- 
terization if necessary. The pediatrics department 
in conjunction with the x-ray department of Syra- 
cuse Memorial Hospital under the direction of Drs. 
Paul Riemenschneider and Alfred S. Berne also 
provides facilities for angiocardiography. 
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Fellowships in Public Health._The New York State 
Department of Health has announced the avail- 
ability of New York State Public Health Fellow- 
ships. Eligibility requires American citizenship, 
graduation from an approved medical school, in- 
ternship in an a hospital, and eligibility for 
medical license in the state. The fellowships pro- 
vide a one-year approved residency in preventive 
medicine and public health, one academic year at 
a school of public health, $500 per month stipend, 
tuition and fees at the school of public health, a 
master of public health degree on satisfactory com- 
pletion of the academic year's course, travel ex- 
penses in residency and to and from school, and 
employment on completion of training. The num- 
ber of fellowships available is limited. For informa- 
tion write the Director of Professional Training, 
New York State Department of Health, 84 Holland 
Ave., Albany, N. Y 


Expand Albany Neurology Department.—Albany 
Medical College has expanded its department of 
neurology aimed at developing teachers and pro- 
moting research. The expansion is supported partly 
by a grant from the National Institutes of Health. 
The laboratory will operate in conjunction with the 
pathology departments of the college, Albany Hos- 
pital, and tiv local Veterans Administration Hos- 
pital. 

The expansion has also been marked by three 
faculty changes: Dr. Frederick H. Hesser becomes 
chairman of the department, succeeding Dr. Rob- 
ert W. Graves, who resigned last summer. Dr. 
Lewis D. Stevenson and Dr. David W. Sinton have 
joined the teaching staff, Dr. Stevenson as a lec- 
turer in neurology and neuropathology, and Dr. 
Sinton as assistant professor of neurology and 
instructor in neuropathology, Dr. Stevenson is a 
former professor of clinical neurology at Cornell 
University Medical College. Instructorships at the 
universities of lowa and Colorado preceded Dr. 
Sinton’s appointment to Albany Medical College. 


New York City 

Swedish Scientist Comes to New York.—Dr. Arne 
Gosta Johannes Rhodin, Swedish electron micro- 
scopist and assistant professor in the department of 
anatomy at Karolinska Institute, Stockholm, Swe- 
den, has accepted an appointment as an assistant 
professor in the department of anatomy at New 
York University College of Medicine. In Sweden, 
Dr. Rhodin has been lecturer in anatomy at the 
Royal Swedish Academy of Art, the Royal Gym- 
nastic Institute, the Stockholm Sport Palace, and at 
the Bar Lock Institute. 


Dr. Dochez Honored.—Dr. A. Raymond Dochez. 
emeritus professor at Columbia University College 
of Physicians and Surgeons, bas received a citation 
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and academy medal from the New York Academy 
of Medicine. The medal, for which an endowment 
was provided in 1928 by Dr. Samuel McCullach, is 
awarded, at the discretion of the academy council, 
for “distinguished service in medicine.” Dr. Dochez, 
was John E. Borne professor of medical and sur- 
gical research from 1939 to 1949. In 1921, with Dr. 
Walter Palmer, he helped establish the first full- 
time department of medicine at Columbia. In 1949 
the Association of American Physicians bestowed 
the Kober Medal upon him. 


University News.—Dr. Alexander Minkowski, of 
the Faculty of Medicine, Vauvelocque, Paris, spoke 
on “Oxygen Supply to the Fetus” as visiting lec- 
turer on Dec. 16 at the Albert Einstein College 
of Medicine. 


NORTH CAROLINA 


Open Addition to U ~A 4.5-mil- 


lion-dollar addition to the Duke University Hos- 
pital was opened Dec. 11 with ceremonies at which 
Dr. Watson S. Rankin, of Charlotte, the first direc- 
tor and now consultant to the Hospital and Orphan 
Sections of the Duke Endowment, was the principal 


The new addition to Duke University Hospital (indicated 
by arrow) shown adjoining the entire hospital, with Duke 
University School of Medicine at wpper right. 


speaker. The date was chosen to coincide with 
Founders Day observances of the 33rd anniversary 
of the endowment. This program featured an ad- 
dress by Dr. John B. Youmans, dean, Vanderbilt 
University School of Medicine, Nashville, Tenn. 
The new addition provides 150,000 square feet of 
floor space, 100 additional beds which brings the 
hospital capacity to 660, a pharmacy, an outpatient 
department occuping the first three floors which 
can serve 500 persons a day, a suite of 10 operating 
rooms having ultra-violet lights and explosion-proot 
fixtures, a 16-bed recovery room, an ultrasonic in- 
strument cleaner, a 29-bed intensive nursing unit, 
and an ambulatory dining room that will accommo- 
date 85 persons. The Duke endowment provided 
one million dollars toward the cost; $3,020,000 came 


from the Hospital's Private Diagnostic Clinic Build- 
ing Fund; and the North Carolina Medical Care 
Commission contributed $480,000. Last vear about 
17,800 persons were hospitalized at Duke Hospital; 
106,800 visits were made to the outpatient depart- 
ments, and 53,000 visits were made to the Private 
Diagnostic Clinic. 

A special ceremony was held after the other ex- 
ercises which marked the opening of Hanes Ward 
on the second floor of the addition. This 40-bed 
medical ward is named in memory of Dr. Fred- 
erick M. Hanes. first professor of medicine at Duke. 


The Rachford Lectures in Cincinnati.—The 26th 
annual series of the Benjamin Knox Rachford Lec- 
tureships will take place in Cincinnati Feb. 11-12, 
at 8:30 p.m. Dr. Robert A. Good, American Legion 
Memorial Heart Research Professor of Pediatrics 
at the University of Minnesota, Minneapolis, will 
deliver these lectures in the auditorium of the 
Children’s Hospital Clinic and Research Building. 
On Feb. 11 Dr. Good will lecture on “Disturbances 
in Ag globulinemia and Antibody Synthesis,” 
and on Feb. 12 the subject will be “Diffuse Renal 
Diseases in Childhood.” 


OKLAHOMA 

Appoint Dr. Riley Department Chairman.—Dr. 
Harris D. Riley Jr., former instructor in pediatrics, 
Vanderbilt University School of Medicine, Nash- 
ville, Tenn., has been appointed chairman, depart- 
ment of pediatrics, University of Oklahoma School 
of Medicine, Oklahoma City. Dr. Riley formerly 
was assistant medical director of the Poliomyelitis 
Respiratory Center at Vanderbilt Hospital, one of 
15 centers in the nation supported by the National 
Foundation for Infantile Paralysis. He is a member 
of the American Federation for Clinical Research 
and has served as a consultant to the hospital at 
Sewart Air Force Base, the Middle Tennessee 
Tuberculosis Hospital, and the overseas consultant 
committee of the National Foundation for Infantile 
Paralysis. 


PENNSYLVANIA 

Advisory Board for Health Schools.—a 12-member 
board of visitors has been appointed to study and 
make recommendations for improvement of the 
wcademic programs of the five health schools of the 
University of Pittsburgh. The board is made up of 
educators and practitioners in medicine, dentistry, 
nursing, pharmacy, and public health. Thus author- 
ities in a particular field will work with the 
faculties “to formulate educational programs and 
adapt them to meet the needs of modern society.” 
Members of the board of visitors for the Schools 
of the Health Professions are: Lloyd E. Blauch, 
Ph.D., Dean Joseph Bell Burt, Ph.D., Dr. G. Brock 


MEDICAL NEWS 507 

~ tm, tif 


Chisholm, Edwin B. Fred, Ph.D., Vera E. Fry, 
Ed.D., Roy O. Greep, Ph.D., Dr. Vernon Lippard, 
Dr. Russell A. Nelson, Lowell J. Reed, Ph.D.. 
Rozella M. Schlotfeldt, Leo W. Simmons, Ph.D., 
and Ralph W. Tyler, Ph.D. 


professor 
of pharmacology, University of Pennsylvania Medi- 
cal School, was named editor of Circulation 
Research when Dr. Carl J. Wiggers asked to be 
relieved of his duties as editor in October. Circula- 
tion Research has been under Dr. Wiggers’ editor- 
ship since its inception in March, 1953.——Dr. 
Stanley P. Reimann recently went to India to at- 
tend meetings of the Indian Medical Association in 
Bangalore and the Indian Science Congress at 
Madras. The recipient of a Fulbright scholarship, 
Dr. Reimann will be attached to the Patel Chest 
Institute in New Delhi where he will lecture and 
hold tumor clinics. 


TEXAS 

Symposium on Parkinsonism.—The Houston Neuro- 
logical Society announces a symposium on “Patho- 
genesis and Treatment of Parkinsonism,” March 13 
as part of its sixth annual scientific session. Partici- 
pants will include Drs. Malcolm B. Carpenter, New 
York City; Harry A. Kaplan, Brooklyn; Arthur A. 
Ward Jr. Seattle; Robert S. Schwab, Boston; H 
Russell Meyers, lowa City; Paul C. Bucy, Chicago; 
Irving S. Cooper, New York City, and A. Ear! 
Walker, Baltimore. 


Poison Control Center in Galveston.—A poison 
control center has been established at the Univer- 
sity of Texas in Galveston. According to Dr. 
Spencer G. Thompson, director of the center, in- 
formation on poisons can be supplied to physicians 
throughout the state. This service can be obtained 
by telephoning “Operator, University of Texas 
Medical Branch Hospitals, Galveston, Texas, SO 
5-5541.” Information service is available on a 24- 
hour basis, seven days a week. 


GENERAL 

Catholic Psychiatrists Meet in Washington.—The 
ninth annual meeting of the Guild of Catholic 
Psychiatrists will be held Feb. 10-11 at the Catholic 
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University of America, Washington, D. C. Theme 
for the program is “Aspects of Pastoral Practice.” 
The following seminars and chairmen are included: 
Alcoholism in Pastoral Practice, Dr. Eugene N. Boudreau. 
Morality and the Use of Tranquilizers and Other Somatic 
Procedures in Psychiatry, Dr. Francis T. Harrington. 
Psychiatric Problems in Pastoral Practice, Dr. Louis M. 
Morales y Garcia. 
Sanctity, Stability, and Sanity, Rt. Rev. Meer. Donald Me- 


Gowan. 


Luncheon discussions will be conducted, and the 
annual dinner will be held the evening of Feb. 11. 
For information write Dr. John R. Cavanagh. 
Chairman, 1730 Rhode Island Ave.. N. W., Wash- 
ington 6, D. C. 


New Pathophysiology Publication.—The VEB Gus- 
tav Fischer, publishers of Jena, Germany, will short- 
ly commence publication of a new series titled 
Abhandlungen tiber die Pathophysiologie der Regu- 
lationen (Discussions on the Pathophysiology of 
Regulatory Processes), edited by Prof. Dr. H. 
Kleinsorge, of Jena, Prof. Dr. H. Knipping, of 
Cologne, and Prof. Dr. R. Wagner, of Munich. This 
series of articles will aim to furnish information in 
the form of complete monographs on new clinical 
and experimental research on the course of neural 
and humoral regulatory processes in the organism. 
In the first number, titled “Radioisotopes in the 
Diagnosis of Heart Disease.” Dr. Hans Ludes and 
Dr. Gerhard Lehnert (both connected with the 
Medical University Clinic of Cologne) report on 
animal experiments and clinical applications of 
radioisotopes in the diagnosis of heart disease. For 
information write VEB Gustav Fischer Verlag Jena, 
Jena, Villengang 2, Germany /Russian Zone. 


Grants for Research in Sex Problems.—The Division 
of Medical Sciences of the National Academy of 
Sciences-National Research Council is accepting 
applications for grants for research on Problems of 
Sex. The funds are provided by the Rockefeller 
Foundation and the Ford Foundation. The com- 
mittee is concerned primarily with encouraging 
research on the mechanisms underlying sexual 
behavior. Proposals involving endocrinological, 
neurological, psychological, anthropological, phylo- 
genetic, and genetic studies directed toward this 
objective are invited. Requests that deal with the 
physiology of reproduction or with related biologi- 
cal and biochemical fields should be addressed to 
the committee only if they give promise of shedding 
light upon behavioral mechanisms. Inquiries should 
be addressed to Room 309, Division of Medical 
Sciences, National Academy of Sciences—National 
Research Council, 2101 Constitution Ave., N. W., 
Washington 25, D. C. Completed applications for 
the fiscal year 1958-1959 should be post-marked on 
or before March 7, 1958. 
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Philadelphia 

Personal.—Dr. Timothy R. Talbot Jr. has been ap- 

pointed director of the Institute for Cancer Re- a 

search. Dr. Talbot was formerly a research fellow 

of the American Cancer Society at the Massachu- 

setts Memorial Hospitals, Boston, and at the Sloan- 

Kettering Institute in New York and has recently 

completed a National Cancer Institute research 

fellowship at the Chester Beatty Research Institute, 

London, England. He currently holds the rank of 

assistant professor at the University of Pennsylvania 
V 16 
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ional Medicine Meeting in New York City. 
~The 10th annual meeting of the American Acad- 
emy of Occupational Medicine will be held Feb. 
12-14 at the Savoy Plaza Hotel, New York City. 
The program includes the following section titles 
and moderators: 
Radiation Medicine, Dr. Joseph A. Quigley, Cincinnati. 
The Role of the Psychologist in Industry Dr. John C. Duffy, 

New sity. 

Economic feta, Dr. Carl U. Dernehl, New York City. 
The Early Detection of Cancer, Dr. Emerson Day, New York 


City. 
Medical Relations with Unions, Management, and Govern- 
ment, Dr. Saverio C. Franco, New York City. 


Two field trips are scheduled, one to the Institute 
of Physical Medicine and Rehabilitation, and the 
other to the Institute of Industrial Medicine. The 
George Gehrmann Lecture will be presented at 
the banquet Feb. 13 by Dr. Vernon W. Lippard, 
dean, Yale University School of Medicine, New 
Haven, Conn. Four scientific exhibits are + ane 
For information write the American Academy of 
Occupational Medicine, 600 W. 168th St.. New 
York 32. 


Urologists Convene in Palm Springs.—The 4th 
annual meeting of the Western Section of the 
American Urological Association will be held Feb. 
3-6 at the El Mirador Hotel, Palm Springs, Calif. 
under the presidency of Dr. Lyle G. Craig. Dr. 
Paul R. Schloerb, professor of surgery, University 
of Kansas Medical Center, Kansas City, will pre- 
sent the Robert V. Day Memorial Lecture, “En- 
terodialysis,” following the address by Dr. Craig 
the afternoon of Feb. 5. The 1958 round-table 
discussion will be moderated by Dr. Wilson Stege- 
man, Santa Rosa, Calif. A motion picture program 
and scientific exhibits have been arranged. The 
winner of the 1958 Joseph F. McCarthy award 
will present his winning essay during the scien- 
tific session. The president's banquet and dance 
will be held Feb. 6. Entertainment will include a 
golf tournament and trap shooting, and a special 
ladies’ program is planned. For information write 
Dr. Charles M. Stewart, Secretary-Treasurer, West- 
ern Section, American Urological Association, 511 
S. Bonnie Brae St.. Los Angeles 57, Calif. 


Scholarship to Teach Lipreading.—To recruit teach- 


ers of lipreading, the American Hearing Society has 
announced opening of competition for the 1958 
Kenfield Memorial Scholarship. Application blanks 
may be obtained from Miss Ruth Bartlett, Chair- 
man, American Hearing Society's Teachers Com- 
mittee, 432 S. Curson Ave., E., Los Angeles 36. 
April 1 is the deadline for returning completed 
applications. Funds for the scholarship were sub- 
scribed in 1937 in memory of the late Miss Caralie 
N. Kenfield, San Francisco, known for her effective 
methods of lipreading instruction, Winner of the 


annual award is entitled to take a course in methods 
and practice in teaching lipreading from any school 
or university in the United States offering a course 
acceptable to the society's Teachers Committee. 
The scholarship is to be used within one year after 
the date of award. Graduation from college with a 
major in education, psychology, and/or speech is a 
(or she) must have had 30 clock hours of private 
instruction under an approved teacher of lipread- 
ing, or 60 clock hours of lessons in public school 
classes under a qualified lipreading teacher. 


Winners of Trigeminal Neuralgia Contest.—The 
Guy Worden Renyx and Flora Rice Renyx Founda- 
tion, Inc., has announced the winners of the first 
essay contest on Trigeminal Neuralgia. First prize 
was awarded to Dr. Moheb A. S. Hallaba, depart- 
ment of pathology, Wesley Hospital, Wichita, Kan. 
Honorable mention was awarded to David Leon 
Winter, third year student at Washington Univer- 
sity School of Medicine, St. Louis, and Dr. Tapas 
K. Das Gupta, Mount Sinai Hospital, Chicago. The 
foundation was established by Mr. Renyx for the 
purpose of developing an analytical study of tic 
douloureux, from which he suffered the last 10 
vears of his life. Chartered under the laws of the 
state of New York, the foundation has a medical 
committee consisting of Dr. Edward J. Nightingale 
and Dr. Linn J. Boyd. 


Society News.—The New England Society of Patho- 
logists has elected the following officers for a 
one-year term: Dr. Harry G. Olken, Lynn, Mass., 
president; Dr. Sheldon C. Sommers, Boston, presi- 
dent-elect; Dr. David Skinner, Newton Lower 
Falls, Mass., secretary; and Dr. Leslie S. Jolliffe, 
Lawrence, Mass., treasurer.——Newly elected of- 
ficers of the Connecticut Valley Radiologic Society 
are: president, Dr. Robert A. Grugan, Springfield, 
Mass.; president-elect, Dr. Thomas J. Crowe, 
Northampton, Mass.; secretary-treasurer, Dr. Paul 
J. Kingston, 114 Woodland St., Hartford, Conn. 


Deaths from Fires and Fires and ex- 
plosions are responsible for the loss of more than 
6,000 lives a vear in the United States, equivalent 
to a death rate of 3.9 per 100,000 population, the 
statistical Bulletin of the Metropolitan Life Insur- 
ance Company for November reports. Only motor 
vehicle injuries and falls take a larger toll of acci- 
dental death. The peak mortality is usually reached 
in December, when the toll is more than three 
times that im July or August. More than four-fifths 
of the people who die as a result of fires and ex- 
plosions obtain their injuries in and about the 
home. Factories, workshops, mines and quarries, 
and other industrial places account for only about 
5% of the deaths. Mortality from fires and explos- 
ions is highest among the young and the old. 
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Cruise to Bermuda.—The American 
College of Physicians will sponsor a Bermuda 
symposium May 3-9 aboard the “Queen of Ber- 
muda.” The cruise has been arranged especially for 
those attending the 39th annual session of the col- 
lege at Atlantic City April 28-May 2. The scientific 
program includes papers by members of the cruise 
party, symposiums on sanitation by Bermuda ex- 
perts, and an inspection tour and program at King 
Edward VII Memorial Hospital. Suggested sight- 
seeing tours to Hamilton, Fairyland, Somerset, Sea 
Gardens, and St. George are arranged. For infor- 
mation write Mr. Leon V. Arnold, 33 Washington 
Square West, New York II. 


FOREIGN 


International Congress of Medicine in Athens.—The 

fourth International Congress of Neo-Hippocratic 

Medicine will be held in Athens-Cos, Greece, April 

4-12, under the presidency of Prof. Spyridion 

Oceconomos. The program includes the following 

topics: 

General Culture and Medicine. 

aw Physician in Relation to Technical and Social 
vou 

The “Time” Factor in Quality Medicine. 


Living Standards of the Physician and the Problem of 
Medical Fees. 


The Quality of the Medical Work in the Face of the 
Multiplicity Medical Functions. 

The Scientific and Extra-Scientific Factors in Quality Medi- 
cine. 


The Independence of the Physician in a Socialized Medical 
Organization. 
The Moral Factor in Therapeutics and Psychotherapy. 


Entertainment will include Greek dances in na- 
tional costumes, excursions to Cape Sounion, to 
Mycenae, and to Epidaurus, and also cruises to 
Santorin, Heraclion, Rhodes, and Cos. For informa- 
tion write the General Secretaries, Professors B. 
Malamos and L. Loucopulos, Clinique Therapeu- 
tique Universitaire dans la Maternite “Alexandra,” 
Boulevard de la Reine Sophie, 78 et rue de Laodicie. 
For hotel reservations write the agency, Wagons- 
Lits-Cook, 7 Place de la Constitution, Athens, 
Greece. 


EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
American medical qualification examination to be 

given henceforth twice a year for foreign medical grad- 
uates. First Examination. Medical Schools in the United 
States, March 25. Final date for filing application is Feb. 
10. Second Examination. Medical Schools in the United 
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States and Foreign Countries, Sept. 23. Final date for fil- 
ing a is June 23. Executive Director, Dr. Dean 
F. Smiley, 1710 Orrington Ave., Evanston, Ilinois. 


BOARDS OF MEDICAL EXAMINERS 


AtasaMa: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 

Geoncia: Examination and Reciprocity. Atlanta and Augus- 
> Sec., Mr. C. L. Clifton, 224 State Capitol, At- 

nta 

Lovurstana: Examination and Reciprocity. New Orleans, 
June 5-7. Sec., Dr. Edwin H. 
Bidg., New Orleans. 

Mare: Examination and Reciprocity. Portland, Mar. 11-13, 
Sec., Dr. Adam P. Leighton, 192 State Street, Portland. 
Micncan:* Examination. Ann Arbor and Detroit, June 9- 

11. See., Dr. E. C. Swanson, 118 Stevens T. Mason Bidg., 
West Michigan Ave., Lansing 8 
Montana: Examination and Resteastn. Helena, April 1 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nesraska:* Examination. Omaha, June. Sec., Mr. Husted 
K. Watson, Room 1009, State Capitol Bidg., Lincoln 9. 
New Hamestume: Examination and Reciprocity. Concord, 
Mar. 12-14. Sec., Dr. Mary M. Atchison, 107 State House, 


New Jensey: Examination. Trenton, Feb. 18-21. Sec., Dr. 
Patrick H. Corrigan, 28 West State St., Trenton. 

Omo: Endorsement. Columbus, April 1; June 19-21. Sec., 
Dr. H. M. Platter, 21 West Broad St., Columbus 15. 
Oxcanoma:* Examination. Oklahoma City, June 3-4. Sec., 

Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 
Texas:* Examination and Reciprocity. Fort Worth, June 23- 
25. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort 
Worth 2. 
Uran: Examination. Salt Lake City, July 9-11. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1 
Avasxa:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 
Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Ataska: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bidg., Juneau. 

Anxansas: Examination. Little Rock, May 5-6. Sec., Mr. 
S. C. Dellinger, Zoology Department, University of 
Arkansas, Fayetteville. 

Connecticut: Examination. New Haven, Feb. 8. Exec. 
Asst. Mrs. Regina G. Brown, 258 Bradley St.. New 
Haven 10. 

or Examination. Washington, April 
14-15. Deputy Director, Commission on Licensure, Mr. 
Paul Foley, 1740 Massachusetts Ave., N. W., Washington 6. 

Miceican: Examination. Detroit and Ann Arbor, Feb. 14-15. 
Sec., Mes. Anne Baker, 116 Stevens T. Mason Bldg., 
W. Michigan Ave., Lansing. 

Oxcanoma: Examination. Oklahoma City, April 4-5. Sec., 
Dr. E. F. Lester, 815 Braniff Bldg. Oklahoma City. 
Texas: Examination. Austin, April. Sec., Brother Raphael 

Wilson, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, March 29, Milwaukee, 
June 7. Sec, Mr. William H. Barber, 621 Ransom St., 
Ripon. 

* Basic Science Certificate required. 
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Vil 
195 


DEATHS 


Dalton, Charles Francis * Napa, Calif.; born in 
Springfield, Mass., Aug. 12, 1874; University of 
Vermont College of Medicine, Burlington, 1905; 
emeritus professor of public health at his alma 
mater; member and past-president of the Vermont 
State Medical Society; past-president of the Ver- 
mont Association for the Blind and the Conference 
of State and Provincial Health Authorities of North 
America; from 1907 to 1912 health officer of Burl- 
ington, Vt.; for many years secretary and executive 
officer of the Vermont Department of Public 
Health; veteran of World War 1; served with the 
U.S. Public Health Service; died Nov. 16, aged $5. 


er, Miles Frederick * Butlerville, Ind.; 
State College of Physicians and Surgeons, Indian- 
apolis, 1907; past-president of the Ripley County 
Medical Society; veteran of World War 1, served 
as superintendent of the Muscatatuck State School; 
died in Hialeah, Fla., Oct. 29, aged 82, of cerebral 
thrombosis. 


Dees, Ralph Erastus * Greensboro, N. C.; Univer- 
sity of Maryland School of Medicine, Baltimore, 
1906; veteran of World War |; died Nov. 19, aged 
76, of pneumonia. 


Denny, Frederick C. * Madison, Ind.; Northwestern 
University Medical School, Chicago, 1909; veteran 
of World War 1, died in the King’s Daughters 
Hospital Oct. 19, aged 70, of coronary thrombosis. 


De Vries, legar R., Holland, Mich.; Rush Medical 
College, Chicago, 1895, died Nov. 21, aged 88. 


Dillon, Robert Francis * Chicago; Loyola Uni- 
versity School of Medicine, Chicago, 1946; assistant 
professor of medicine at his alma mater, specialist 
certified by the American Board of Internal Medi- 
cine; member of the American College of Chest 
Physicians; served on the staff of the Cook County 
Hospital, died in the Mercy Hospital Nov. 27, aged 
35, of congestive heart failure, mitral stenosis, 
aortic regurgitation, and rheumatic heart disease. 


Donisi, Dominic Paul E. * Cincinnati; Hahnemann 
Medical College and Hospital of Philadelphia, 
1931; member of the American Academy of Gen- 
eral Practice; associated with Bethesda Hospital, 
Cincinnati, where he died Nov. 28, aged 55, of 
carcinoma of the pancreas and bronchopneumonia. 
Dozier, Earnest, Redding, Calif.; Cooper Medical 
College, San Francisco, 1908; an associate member 
of the American Medical Association; veteran of 


@ lndicates Member of the American Medical Association. 


the Spanish-American War and World War 1; 
served as mayor of Redding; formerly state assem- 
blyman; in 1925 appointed county physician and 
county health officer; died Nov. 18, aged 80. 


Dufner, Carl Travis * Hallettsville, Texas; Tulane 
University of Louisiana School of Medicine, New 
Orleans, 1913; member of the American Academy 
of General Practice; served as president of the 
Hallettsville Independent School District Board of 
Education; county health officer; president of the 
People’s State Bank; associated with the Dufner 
Hospital, where he died Nov. 15, aged 65. 


Epstein, Samson, Brooklyn; University of Arkansas 
School of Medicine, Little Rock, 1926; member of 
the Medical Society of the State of New York; died 
in the Maimonides Hospital Nov. 5. aged 60, of 
ruptured abdominal aneursym of the aorta and 
arteriosclerosis. 


Everett, Frank Henry * Rutland, Vt.; Hahnemann 
Medical College and Hospital of Philadelphia, 
1900; veteran of World War 1; died Oct. 31, aged 
85. of arteriosclerosis. 


Farmer, James Emerson * Wichita, Kan.; Meharry 
Medical College, Nashville, Tenn., 1902; died Nov. 
1, aged 77. 


Fasano, Giovanni * Newark, N. }.; Regia Univer- 
sita di Napoli Facolta di Medicina e Chirurgia, 
Italy, 1913; died in St. Michael's Hospital Oct. 21, 
aged 69, of cancer of the lungs. 


Foley, Ernest Lee, Alpena, Mich.; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1917; fellow of the American College 
of Surgeons; on the staff of the Alpena General 
Hospital; died Nov. 24, aged 71. 


Forney, Norman Nes * Milltown, N. J.; Jefferson 
Medical College of Philadelphia, 1906, fellow of 
the American College of Surgeons; past-president 
of the Middlesex County Medical Society; asso- 
ciated with the Middlesex General and St. Peter's 
hospitals in New Brunswick, president of the First 
National Bank; died Nov. 25, aged 75, of cerebral 
hemorrhage. 


Gay, LeRoy Kyle * San Francisco; University of 
California School of Medicine, San Francisco, 1932, 
assistant clinical professor of medicine at his alma 
mater; veteran of World War Il; associated with 
the Children’s, Mount Zion, and Franklin hospitals, 
died Nov. 21, aged 56, of carcinoma of the lung. 
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Gentry, James Ananias, Estillfork, Ala.; Medical 
College of Alabama, Mobile, 1905; died Nov. 11, 


aged 77, of cancer. 


Glenn, Nannie May Sloan, State College, Pa.; Eclec- 
tic Medical Institute, Cincinnati, 1899; died in the 
Danville (Pa.) State Hospital Nov. 11, aged 87, of 


pneumonia. 


Goldstein, Julius Henry, Pittsburgh; University of 
Pittsburgh School of Medicine, 1915; associated 
with the Western Pennsylvania Hospital; died Nov. 
21, aged 64, of coronary thrombosis. 


Goodale, Joseph Lincoln * Ipswich, Mass.; Har- 
vard Medical School, Boston, 1893; specialist certi- 
fied by the American Board of Otolaryngology; 
member of the American Laryngological Associa- 
tion, of which he served as president, and the 
American Academy of Arts and Sciences; fellow of 
the American College of Surgeons; served on the 
staffs of the Massachusetts General Hospital and 
the Children’s Hospital in Boston; died in Cam- 
bridge Nov. 5, aged 89. 


Goodman, Herbert Lloyd * Detroit; Wayne Uni- 
versity College of Medicine, Detroit, 1945, special- 
ist certified by the American Board of Internal 
Medicine; formerly on the faculty of his alma 
mater; specialist certified by the American Board 
of Internal Medicine, served as a captain in the 
U.S. Army Reserve; medical director of the Wayne 
County General Hospital in Eloise, Mich.; died 
Nov. 15, aged 38, of a heart attack. 


Granata, Sam Vincent, Beaumont, Texas; Tulane 
University of Louisiana School of Medicine, New 
Orleans, 1920, veteran of World War 1, associated 
with Hotel Dieu, where he died Nov. 18, aged 62, 
of uremia, chronic nephritis, and chronic hyper- 
tensive heart discase. 


Greenwood, Samuel Bernard * Newark, N. J; 
Eclectic Medical College, Cincinnati, 1921; died 
in the Dover (N. J.) General Hospital Nov. 14, 
aged 70. 


Gross, Abraham Benjamin, St. Petersburg, Fla.; 
Yale University School of Medicine, New Haven, 
Conn., 1912, veteran of World War 1, formerly 
practiced in Hartford, Conn.; died Nov. 16, aged 


69, of cancer. 


Haas, Stephanie * New York City; Deutsche Uni- 
versitat Medizinische Fakultét, Prague, Czecho- 
slovakia, 1921, associated with Mount Sinai and 
Sydenham hospitals; died Dec. 7, aged 61, of can- 
cer of the lund. 


Hagan, William Pa * Louisville, Ky.; born in 
Louisville Aug. 27, 1921; Harvard Medical School, 
Boston, 1945; ce tified by the National Board of 
Medical Examiners; specialist certified by the 
American Board of Surgery; member of the South- 


J.A.M.A., Feb. 1, 1958 


eastern Surgical Congress; fellow of the American 
College of Surgeons; associated with the Kentucky 
Baptist Hospital and Norton Memorial Infirmary; 
on the visiting staff of the Louisville General Hos- 
pital; on the attending staff in surgery at the Vet- 
erans Administration Hospital; on the courtesy 

staffs of Children’s Hospital, St. Joseph pie 
and the Jewish Hospital; clinical instructor in sur- 
gery at the University of Louisville School of Medi- 
cine; veteran of World War II; died in the Pan 
American plane crash in the mid Pacific, en route 
from San Francisco to Honolulu Nov. 8, aged 36. 


Halferty, Homer Emil * Pittsburgh; College of 
Physicians and Surgeons, Baltimore, 1914; asso- 
ciated with the Pittsburgh Hospital, where he died 
Nov. 17, aged 68, of uremia. 


Hall, Percy D. ® Chicago; Chicago Medical School, 
1929; died in the Passavant Memorial Hospital Aug. 
13, aged 58, of acute myocardial infarction and 
arteriosclerosis. 


Harden, Albert Scott, Newark, N. J.; born in Wheel- 
ing, W. Va., April 26, 1881; University of Maryland 
School of Medicine, Baltimore, 1901; an associate 
member of the American Medical Association; fel- 
low of the American College of Surgeons; charter 
member and past-president of the Essex County 
Anatomical and Pathological Society; served as a 
member of the board of health in Newark; veteran 
of World War | and during World War Il a mem- 
ber of the Selective Service Board number 31; for 
530 vears a surgeon for the Lackawanna Railroad 
and for more than 36 years a surgeon for the Essex 
County Park Commission; associated with Harrison 
S. Martland Medical Center, Presbyterian Hospital, 
and St. Michael's Hospital, where he died Nov. 22, 
aged 76. 


Harsha, William Thomas Jr. ® Whittier, Calif. 
Loyola University School of Medicine, Chicago, 
1935; certified by the National Board of Medical 
Examiners; member of the American Academy of 
General Practice; formerly practiced in West Frank- 
fort, IIL; died in the Huntington Memorial Hos- 
pital, Pasadena, Nov. 28, aged 49. 


, Henry M., Gothenburg, Neb.; Eclectic 
Medical University, Kansas City, Mo., 1917; an 
associate member of the American Medical Asso- 
ciation; associated with the Gothenburg Memorial 
Hospital; died Nov. 29, aged 76, of an accidental 
gunshot wound. 


Hinshaw, Llewellyn Magellan * Bennington, Kan., 
Kansas Medical College, Medical Department of 
Washburn College, Topeka, 1905, died Nov. 28, 
aged 82. 


Hoffman, Arthur Ossias * Erie, Pa.; St. Louis Uni- 
versity School of Medicine, 1941; member of the 
American Academy of General Practice; veteran of 
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World War II; assistant medical director of the 
M. D. General Hospital in Lawrence Park; died 
Nov. 18, aged 42, of coronary disease. 


Hughes, Edgar O., Covelo, Calif.; University of 
Illinois College of Medicine, Chicago, 1941; for- 
merly practiced in Dixon, Mo., and was a member 
of the Missouri State Medical Association; veteran 
of World War II and was awarded the Soldier's 
Medal for “heroism on July 5, 1943"; died Nov. 6, 
aged 41, in a private plane accident. 


Ives, Raymond Judson, Francesville, Ind.; the 
Hahnemann Medical College and Hospital, Chi- 
cago, 1908; member of the Indiana State Medical 
Association; member of the school board; died 
Nov. 12, aged 72, of coronary occlusion. 


Jeter, Marvin Luther, Birmingham, Ala.; Emory 
University School of Medicine, Atlanta, 1925; 
served on the staff of the Central State Hospital in 
Waupun, Wis.; died Nov. 27, aged 58, of cancer 
of the lung. 


Jones, Frederick Homer * Piggott, Ark.; Memphis 
(Tenn.) Hospital Medical College, 1912; county 
health officer; served as vice-president of the Mid- 
South Post Graduate Medical Assembly; received 
a special citation from President Roosevelt for his 
work with the draft board during World War I, 
died in the Doctors Hospital, Poplar Bluff, Mo., 
Oct. 9, aged 68, of coronary thrombosis. 


, Carl Everett * El Paso, Texas; Baltimore 
Medical College, 1904; associated with Providence 
Memorial Hospital and Hotel Dieu, Sisters’ Hos- 
pital; died Nov. 25, aged 79, of coronary occlusion. 


Keen, Littleton Oscar ® Louisville, Ky.; University 
of Tennessee Medical Department, Nashville, 1904; 
veteran of World War |, formerly a physician with 
the United Fruit Company in New Orleans; died 
in the Veterans Administration Hospital Nov. 7, 
aged 74. 


Kennedy, Charles Peter * Fort Lauderdale, Fla.; 
University of Cincinnati College of Medicine, 1910, 
member of the Ohio State Medical Association; 
formerly practiced in Cincinnati; died Nov. 17, 
aged 68, of coronary disease, arteriosclerosis and 
hypertension. 


Klemme, Roland Metzler * Salinas, Calif.; born in 
Belleville, IL, May 17, 1896; Washington Univer- 
sity School of Medicine, St. Louis, 1921; served as 
professor of surgery and chairman of the division 
of neurosurgery at St. Louis University School of 
Medicine; specialist certified by the American 
Board of Neurological Surgery; member of the 
Harvey Cushing Society and the Industrial Med- 
ical Association; fellow of the International College 
of Surgeons, of which he was past-treasurer, and 
the American College of Surgeons; author of 


“Nursing Care of Neurosurgical Patients”; formerly 
practiced in St. Louis, where he was associated 
with the Missouri Baptist, Firmin Desloge, and St. 
Mary's hospitals, Evangelical Deaconess Home and 
Hospital, and St. Mary's Infirmary; on the staffs of 
Monterey County Hospital and Salinas Memorial 
Hospital, where he died Nov. 20, aged 6], of acute 
myocardial infarction. 


Kling, Victor Frank * Michigan City, Ind.; Loyola 
University School of Medicine, Chicago, 1935: fel- 
low of the International College of Surgeons: past- 
president of the La Porte County Medical Society; 
president of the Michigan City Medical Society; 
veteran of World War II; president of the staff of 
St. Anthony Hospital; died Nov. 14, aged 49, of 
coronary thrombosis. 


Kuhns, Hill, Alhambra, Calif.; Western 
Pennsylvania Medical College, Pittsburgh, 1902; 
died Nov. 24, aged 95, of cerebral hemorrhage. 


La Camera, * Akron, Ohio; University of 
Cincinnati College of Medicine, 1928; member of 
the American Academy of General Practice; vet- 
eran of World War I and received the Purple 
Heart; chief-elect of staff at St. Thomas Hospital, 
— he died Dec. 3, aged 61, of myocardial in- 
arction. 


Lawrence, Charles Edward # Atlanta, Ga.; Atlanta 
Medical College, 1914; associated with Craw- 
ford W. Long and Georgia Baptist hospitals, and 
the St. Joseph's Infirmary; died Nov. 16, aged 70, 


of coronary thrombosis. 


Lawrence, Manley * Quaker City, Ohio; 
Ohio Medical University, Columbus, 1905, died in 
Cambridge Nov. 21, aged §1. 


Leopardi, Oreste G. # Peckville, Pa.; Regia Univer- 
sita di Napoli Facolta di Medicina e Chirurgia, 
Italy, 1923; died in the Moses Taylor Hospital in 
Scranton, Nov. 25, aged 65. 


Loveless, James Alva * Gallatin, Tenn., Emory 
University School of Medicine, Atlanta, 1935; mem- 
ber of the American Academy of General Practice; 
formerly connected with the Davidson County 
Health Department, served as district health officer 
of Rhea-Meigs Counties; veteran of World War I, 
founder of the Loveless Hospital, where he died 
Nov. 23, aged 46, of coronary thrombosis. 


MacCornack, Eugene Andrew * Boulder, Colo.; 
born in Elgin, UL, Aug. 15, 1885; University of 
Illinois College of Medicine, Chicago, 1915, fellow 
of the American College of Surgeons; member of 
the Medical Society of Virginia; founded the White- 
hall (Wis.) Hospital and later the MacCornack 
Clinic; medical missionary under the Board of 
Foreign Missions of Methodist Episcopal Church 
in Peru, South America, where he founded the 
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British American Hospital, serving as chief surgeon 
and superintendent until 1937; personal physician 
to Peruvian President Leguia from 1923 to 1951, 
mayor of the city of Bellavista, Callao, Peru, from 
1928 to 1937; formerly practiced in Warrenton, 
Va., where he was on the staff of the Physicians’ 
Hospital; died Dec. 8, aged 71, of cancer of the 
duodenum, pancreas and liver. 


McDaniel, T. D., Atlanta, Ga.; Southern Medical 
College, Atlanta, 1888; for many years practiced in 
Norcross; died Nov. 29, aged 91, of myocardial 
infarction and arteriosclerosis. 


McManus, James Patrick, Fort Lauderdale, Fla.; 
College of Physicians and Surgeons, Baltimore, 
1914; formerly practiced in Bridgeport, Conn., 
where he was past-president of the Bridgeport 
Medical Association and past-president of the staff 
of St. Vincent's Hospital; died Nov. 13, aged 70, of 
coronary occlusion. 


Matthews, William Edwin * Huntington, W. Va.; 
Tulane University School of Medicine, New Or- 
leans, 1930; specialist certified by the American 
Board of Urology; fellow of the American College 
of Surgeons; formerly practiced in Logan, where 
he was associated with the Mercy Hospital; died 
Nov. 20, aged 58, of heart disease. 


Lewis ® Duluth, Minn.; Rush 
Medical College, Chicago, 1919, associated with 
Miller Memorial, St. Luke's, and St. Mary's hos- 
pitals; died Nov. 23, aged 67, of cancer of the colon. 


Miller, Harold Rexford ® New York City; Univer- 
sity of Toronto Faculty of Medicine, Toronto, On- 
tario, Canada, 1923; member of the American 
Academy of Ophthalmology and Otolaryngology; 
specialist certified by the American Board of Oph- 
thalmology; associated with the New York Eve 
and Ear Infirmary; died in St. Clare's Hospital 
Dec. 9, aged 61. 


Mittendorf, William E. von Keith, Tampa, Fila.; 
Columbia University College of Physicians and 
Surgeons, New York City, 1898; veteran of the 
Spanish-American War; died Dec. 7, aged 80, 
probably of coronary occlusion. 


Moore, Arnold Wheeler * Augusta, Maine; Boston 
University School of Medicine, 1913; member of 
the American Psychiatric Association, veteran of 
World War I; during World War I] an examiner 
of recruits in the Portland area; chief of the male 
psychiatric service at the Augusta State Hospital, 
died at the Augusta General Hospital Nov. 20, 
aged 65. 


Morris, Charles Henry, Oklahoma City, Okla.; Col- 
lege of Physicians and Surgeons, Little Rock, 1910; 
died in the Veterans Administration Hospital in 
Sulphur Nov. 8, aged 71, of coronary thrombosis. 
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Morrison, John S. * Lafayette, Ind.; Medical Col- 
lege of Ohio, Cincinnati, 1897; Spanish-American 
War veteran; for many years on the staffs of Lafay- 
ette Home Hospital and St. Elizabeth Hospital, 
where he died Nov. 20, aged 88, of cerebral throm- 
bosis, arteriosclerosis, and gangrene of the right leg. 


Mulhern, Willis Henry, Pittsburgh; George Wash- 

ington University School of Medicine, Washington, 

D. C., 1982; interned at St. Francis Hospital in 

ro a died Nov. 19, aged 49, as the result 
a fall. 


Murray, Charles Russell * Saginaw, Mich.; Detroit 
College of Medicine and Surgery, 1935; veteran of 
World War II; served as president of the staff of 
St. Mary Hospital; killed in an automobile acci- 
dent Nov. 17, aged 52. 


Owens, Bert O. * Miami, Fla.; Barnes Medical Col- 
lege, St. Louis, 1904; formerly practiced in St. 
Louis, where he was associated with the Evan- 
gelical Deaconess and St. Anthony's hospitals; died 
Nov. 25, aged 75, of Buerger’s disease. 


Parrish, Edward Evans, Excelsior Springs, Mo.; 
Marion-Sims College of Medicine, St. Louis, 1897; 
past-member of the Memphis school board and 
formerly mayor there; died in Liberty Oct. 28, 
aged 83. 


Poulin, Joseph Emile, Lewiston, Maine; School of 
Medicine and Surgery of Montreal, Que., Canada, 
1911; member of the Maine Medical Association; 
veteran of World War I; died in St. Mary's General 
Hospital Nov. 12, aged 68. 


Prinz, Hermann, Lansdowne, Pa.; born in Schwit- 
tersdorf, Germany, June 13, 1868; Barnes Medical 
College, St. Louis, 1901; also a dentist; served as 
professor of materia medica and therapeutics at the 
Washington University Dental School in St. Louis 
and the University of Pennsylvania School of Den- 
tistry in Philadelphia, where he became emeritus 
professor of pharmacology; awarded the Jarvie 
Gold Medal by the New York State Dental Society 
in 1921, Callahan Memorial Award, a gold medal, 
by the Ohio State Dental Society in 1933, and the 
Jenkins Memorial Medal by the Connecticut State 
Dental Society in 1934; a lieutenant commander in 
the dental reserve corps of the U. S. Navy from 
1926 to 1930; received the honorary degree of mas- 
ter of arts from the University of Michigan in 1910 
and doctor of science from the University of Penn- 
syivania in 1926; the University of Cologne in Ger- 
many awarded him the honorary doctor of medical 
dentistry in 1929; author of “Diseases of the Soft 
Structures of the Teeth and Their Treatment,” and 
other books; died Nov. 24, aged 89. 


Plum, Frank Arents * Tacoma, Wash.; University 
of Pennsylvania School of Medicine, Philadelphia, 
1915; veteran of World War I; formerly a fellow in 
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surgery at the Mayo Foundation in Rochester, 
Minn.; associated with Pierce County, Doctors, 
and St. Joseph's hospitals, and the Tacoma Gen- 
eral hospitals, where he died Nov. 16, aged 69, of 
a heart attack. 


Puckett, Bascomb McIntosh * Amarillo, Texas; 
Vanderbilt University School of Medicine, Nash- 
ville, 1915; fellow of the American College of Sur- 
geons; served as president of the Panhandle District 
Medical Society; associated with Northwest Texas 
Hospital, where he served as president of its staff 
and a member of the board; on the staff of St. An- 
thony’s Hospital, where he died Nov. 18, aged 67. 


Valentine Francis * Philadelphia, Temple 
University School of Medicine, Philadelphia, 1925, 
on the staffs of the Northeast, Temple University, 
Nazareth, and Frankford hospitals; died Nov. 25, 
aged 59, of coronary thrombosis. 


Raimond, * New Boston, IIL; Rush Medical 
College, Chicago, 1937, interned at Swedish Cove- 
nant Hospital in Chicago; died Nov. 19, aged 47, of 
cerebral hemorrhage. 


Reichert, Joseph Eugene, West Bend, Wis.; Rush 
Medical College, Chicago, 1891, died in St. Joseph's 
Hospital Nov. 25, aged 95. 


Rockefeller, LeRoy Daniel, Long Beach, Calif.; 
Rush Medical College, Chicago, 1900; formerly 
practiced in Wood River, Ill, where he was city 
health commissioner; died Nov. 21, aged 84, of 
acute myocardial infarction. 


Schindler, John Albert * Monroe, Wis.; born in 
New Glarus March 23, 1905; Washington Univer- 
sity School of Medicine, St. Louis, 1931, specialist 
certified by the American Board of Internal Medi- 
cine; served as vice-president of the state board of 
medical examiners; member of the American Col- 
lege of Chest Physicians and the American Trudeau 
Society; fellow of the American College of Phy- 
sicians; associate preceptor, Monroe Clinic Unit. 
University of Wisconsin Medical School, Madison. 
head of department of medicine, the Monroe Clinic: 
chief, department of medicine, St. Clare Hospital, 
author of “How to Live 365 Days a Year"; died 
Nov. 16, aged 54, of injuries received in an auto- 
mobile accident. 


Schultz, William Magill, Tucson, Ariz., University 
of Pennsylvania Department of Medicine, Phila- 
delphia, 1905, an associate member of the American 
Medical Association; fellow of the American Col- 
lege of Physicians; at one time a medical missionary 
in China; died Nov. 16, aged 79, of coronary occlu- 
sion. 


Sheetz, John William * Columbus, Ohio; Johns 
Hopkins University School of Medicine, Baltimore, 
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1910, served in France during World War 1; died 
in Braddock Heights, Md.. Nov. 19, aged 72. of 


arteriosclerosis. 


Skovholt, Hilmar Thorer, Oakland, Calif.; Chicago 
College of Medicine and Surgery, 1915; veteran of 
World War I, was cited by Gen. John J. Pershing 
for valor, and was awarded the Purple Heart and 
Silver Star medals; service member of the American 
Medical Association, at one time practiced in Wil- 
liston, N. D., where he was county health officer 
and president of the Williston City Commission; 
associated with the Veterans Administration in Los 
Angeles, died in Los Angeles Nov. 7. aged 71. 


Smith, Leroy Henry, Winterport, Maine; born in 
Winterport Nov. 14, 1892; University of Marvland 
School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1917; an associate member 
of the American Medical Association; veteran of 
World War 1, served on the school committee for 
two terms and in recognition of his services, the 
citizens of Winterport dedicated the Leroy H. 
Smith School in his honor; for many vears on the 
staff of the Eastern Maine General Hospital in 
Bangor, died Nov. 26, aged 65, of coronary oc- 
clusion. 


Smolen, Abraham Louis * New York City; Colum- 
bia University College of Physicians and Surgeons, 
New York City, 1906; died Oct. 25, aged 75. of 
pneumonia. 


Sprague, Frances R., Ardmore, Pa.; Woman's Medi- 
cal College of Pennsylvania, Philadelphia, 1891; an 
associate member of the American Medical Asso- 
ciation; died in Yeadon Sept. 20, aged 95, of gen- 
eralized arteriosclerosis. 


Walter Peter, Kinsley, Kan.; State Uni- 
versity of lowa College of Medicine, lowa City, 
1905; member of the Kansas Medical Society; as- 
sociated with Edwards County Hospital where he 
died Nov. 17, aged 75. 


. Lindley Herk, Detroit; University of Louis- 
ville (Ky. ) Medical Department, 1915; member of 
the staff of the East Side General Hospital; died 
Nov. 10, aged 69. 


Taylor, Homer Alvin * Kemp. Texas; Bennett 
Medical College, Chicago, 1911; member of the 
American Academy of General Practice; died Nov. 
19, aged 75. 


Tomb, Everett Hale, Boston; University of Penn- 
sylvania School of Medicine, Philadelphia, 1917. 
specialist certified by the American Board of Oto- 
laryngology; member of the American Academy of 
Ophthalmology and Otolaryngology and the Ameri- 
can Laryngological, Rhinological and Otological 
Society; fellow of the American College of Sur- 
geons; veteran of World Wars I and Ll; associated 
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with the Veterans Administration Hospital. where 
he died Oct. 25, aged 64, of thrombosis of basilar 
artery and arteriosclerosis. 


Van Horne, Homer I Olive View, Calif. 
University of California School of Medicine, San 
Francisco, 1921; for many vears on the staff of the 
Olive View Sanitarium, died Nov. 16. aged 61, of 
stab wounds received when he was robbed. 


Waites, Sidney L. * Covington, Ga., Birmingham 
(Ala.) Medical College, 1914; died in the Emory 
University (Ga.) Hospital Oct. 30, aged 71, of acute 
myocardial infarction, and arteriosclerotic coronary 
disease. 


Walvoord, James Henry, Captain, U.S. Navy, re- 
tired, Menlo Park. Calif.; born in Holland, Nebr., 
Nov. 6, 1894, University of Nebraska College of 
Medicine, Omaha, 1921, after completing his intern- 
ship at Clarkson Memorial Hospital in Omaha in 
1922. engaged in private practice in Dow City, 
lowa, and Hollis, N. Y., was associate chief physi- 
cian at Marv Immaculate Hospital in Jamaica, 
N. Y., when he received appointment as a lieuten- 
ant commander in the medical corps of the U. S. 
Naval Reserve on May 22, 1940, called to active 
duty on Feb. 15, 1941, and was ordered to the 
Naval Hospital, Portsmouth, Va.. for duty; attained 
the rank of captain in the Naval Reserve on 
March 10, 19°5, commissioned in the medical corps 
of the regular navy on Aug. 9 1946, retired tor 
physical disability on May 1, 1949. service mem- 
ber of the American Medical Association; died in 
the Naval Hospital, Oakland, Nov. 21. aged 65. 


Ware, Thomas Preston * Poteet, Texas, Memphis 
(Tenn.) Hospital Medical College, 1905; member of 
the American Academy of General Practice; died in 
the Mercy Hospital, Jourdanton, Nov. 10, aged 76, 
of arteriosclerosis. 


Weirs, Vincent William, Brooklyn, Fordham Uni- 
versity School of Medicine, New York City, 1914, 
veteran of World War |, died in the U.S. Public 
Health Service Hospital in Staten Island Oct. 21, 
aged 70, of myocardial infarct and coronary oc- 
clusion. 


Weymouth, Frank D. * Brewer, Maine; University 
of Vermont College of Medicine, Burlington. 1S9S. 
died Nov. 1, aged 84, of cerebral arteriosclerosis 
and pneumonia. 


White, John Hutchings, Muskogee, Okla, Univer- 
sity of Virginia Department of Medicine, Char- 
lottesville, 1896; member of the House of Delegates. 
1915-1914, and an associate member of the Ameri- 
can Medical Association, past-president of | the 
Oklahoma State Medical Association and the Mus- 
kogee County Medical Society; veteran of World 
War |; served on the staffs of the Muskogee Gen- 
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eral Hospital and the Oklahoma Baptist Hospital, 
where he died Nov. 16, aged 54. of subacute bac- 
terial endocarditis. 


Wiley, Elvin James * Elizabeth, 11; Loyola Uni- 
versity School of Medicine, Chicago, 1927; asso- 
ciated with St. Francis and Deaconess hospitals in 
Freeport; died in the Hendrick Memorial Hospital, 
Abilene, Nov. 20. awed 57. of a cerebral vascular 
accident and hypertension. 


Wilkerson, Hattie L.. Crivitz, Wis., Curtis Physio- 
Medical Institute, Marion, Ind., IS9L, died Nov. 11, 
aged 97, of arteriosclerosis. 


Wilkinson, Barclay * Chicago, Northwestern Uni- 
versity Medical School, Chicago, 1912; veteran of 
World War |, for many vears associated with St. 
Bernard's Hospital, where he died Dec. 1, aged 75, 
of bronchogenic carcinoma of the riaht hong. 


Williamson, George William * Bessemer, Van- 
derbilt University School of Medicine, Nashville, 
Tenn... 1900, associated with the Bessemer Gen- 
eral Hospital, where he died Nov. M4. aged S4, of 
fracture of the hip as the result of a fall. 


Wilson, Reuben Alexander, Houston, Texas; Uni- 
versity of Tennessee Medical Department, Nash- 
ville, IS94, veteran of World War |, died in Waco 
Nov. 16, aged 91. of bilateral lobar pneumonia. 


Woolsey, Ray Taliaflero, Salt Lake City, Washing- 
ton University School of Medicine, St. Louis, 1916. 
specialist certified by the American Board of Ob- 
stetrics and Gynecology, fellow of the American 
College of Surgeons: served as president and secre- 
tary of the Utah State Medical Association; past- 
president of the Salt Lake County Medical Society; 
chairman of the state board of medical examiners; 
member of the board of the Utah division of the 
American Cancer Society, a director of the Blue 
Cross and Blue Shield: veteran of World War 1; 
member of the stall of St. Mark's Hospital, died 
Nov. LL, aged 66, of coronary arteriosclerosis. 


Wortham, Albert C.. Centralhatchee, Ga. Uni- 
versity of Georgia Medical Department, Augusta, 
1904, died in the City-County Hospital, La Grange, 
Oct. 22. aged 85. of carcinoma of the right ureter 
with metastasis to the liver. 


Wyatt, Oswald Silvanus * Minneapolis, University 
of Minnesota Medical School, Minneapolis, 1920, 
clinical professor of surgery at his alma mater and 
the University of Minnesota Graduate School of 
Medicine, on the staff of the Minneapolis General 
Hospital; died Nov. 21, aged 63, of coronary oc- 
clusion. 


Yoder, Orie Chris * Peru, HL, Kush Medical Col- 
lege, Chicago, 1909, veteran of World War 1, died 
in the People’s Hospital Nov. 8, aged 77, of uremia. 
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FOREIGN LETTERS 


AUSTRIA 


Basis of Natural Childbirth.—At the 
meeting of the Austrian Society for Gynecology and 
Obstetrics in Vienna in November, Dr. F. Syrowatka 
of Moscow stated that the problem of painless labor 
has not vet been sufficiently explored. This is be- 
cause there is no agreement concerning the origin 
of labor pains, their conduction, and their percep- 
tion by the brain. Obstetric practice in this regard 
is far more advanced than the theory. The difficulty 
of obtaining painless labor by means of drugs is 
due to the fact that (1) it is difficult to reach the 
nerves of the birth canal for the purpose of reliev- 
ing pain during the entire course of delivery, (2) 
no harmless drug can deaden pain throughout the 
entire course of delivery, (5) the drugs that are 
known to yo iate pain cause a decrease in uterine 
contractions and prolong la labor, thereby increasing 
the risk of asphyxia in the newborn infant and the 
need for instrumental delivery, and (4) the drugs 
that alleviate labor pains pass immediately into the 
fetal circulation. It was concluded that drugs can- 
not solve the problem of analgesia during delivery. 
Many obstetricians have tried hypnotic suggestion, 
but this method has not been widely used because 
in deep hypnotic sleep the patient cannot actively 
cooperate during delivery, and cannot give signs 
of alarm in case of a complicated delivery. 

In the search for new methods for obtaining 
painless labor, a group of Russian scientists have 
turned to the conditioned reflex and have con- 
cluded that a painless labor can be obtained with- 
out disturbing the dynamics of labor. The intensity 
of pain and hence the behavior of the parturient 
woman are determined by the initial condition of 
the central nervous system, the individual type of 
the nervous system, and the emotional disposition 
of the patient and her attitude towards mother- 
hood. To relieve pain during delivery by the psy- 
choprophylactic method, the physician tries (1) to 
eliminate negative emotions and especially anxiety, 
2) to attain an active and conscious participation 
of the patient, (5) to develop positive emotions in 
connection with the birth, and (4) to persuade the 
patient that delivery is painless, not dangerous, and 
a normal physiological act. In patients in whom 
this method was ineffective, analgesics were given. 

Dr. Husslein stated the effect of the psychopro- 
phylactic method appeared to be similar to that of 
Read's method of natural childbirth, although their 
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basic theoretic principles differ widely. While Read 
believed that labor pains were derived from a 
psychic malfunction (anxiety or tension anoxia), the 
Russians believe in a neurophysiological process 
based on a disturbance of the normal interaction 
between the cerebral cortex and subcortex. By 
explanation and training, Read attempted to give 
women the means to overcome their fears and to 
help themselves during delivery. The psychopro- 
phylactic method uses verbal suggestion to a much 
greater extent. The forthcoming happy event of 
birth is so strongly emphasized that such negative 
components as labor pains are completely elimi- 
nated. Husslein stated that labor pains are not 
conditioned by psychogenic factors alone. Natural 
parturition is not painless and a comparison be- 
tween the expulsion of the child from the uterus 
and the painless evacuation of the bowels and the 
bladder is a false comparison. One should not dis- 
pense with drugs completely even when using 
these methods. 


CANADA 


Pernicious Anemia.—A group of Montreal physi- 
cians reported the results of maintenance treatment 
of 36 patients with pernicious anemia over a period 
of three vears (Canad. M. A. J. 77:923, 1957). The 
treatment was by oral administration of capsules 
each containing 5 meg. of vitamin B,, and 50 mg. 
of defatted desiccated hog pyloric mucosa. At the 
end of three vears of observation it was found that 
19 patients had had a relapse with a megaloblastic 
bone marrow, and another 4 showed hematological 
signs of relapse in the peripheral blood, Neverthe- 
less none of these patients had clinical signs of 
relapse. Ten other patients had a low serum level 
of vitamin B,.. A test of excretion of vitamin B,. 
tagged with radiocobalt (Co™) with and without 
intrinsic factor showed that most of the patients 
had developed a refractory state to intrinsic factor. 
It would seem therefore that oral administration of 
small quantities of vitamin B,. and hog pylorus 
as a source of intrinsic factor is not a satisfactory 
maintenance treatment of pernicious anemia. 


Clotting Time Control of Anticoagulant Therapy.— 
Although measurement of the clotting time of whole 
blood has long seemed the logical way to assess 
the effects of orally given anticoagulants, difficul- 
ties have prevented its application. Four years ago 
Maver developed a highly reproducible procedure 
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for determining standardized clotting time of whole 
venous blood in uncoated glass capillary tubes. 
More recently Maver and Connell (Canad. M. A. J. 
77:930, 1957) reported their experience with this 
standardized clotting time technique in control of 
ethyl biscoumacetate therapy in 44 patients. They 
found that larger initial doses of this drug than 
those customarily given were safe and desirable. 
Therapeutic prolongation of the standardized clot- 
ting time was not attained for at least four days 
after beginning therapy, hence a probable need for 
intravenous injections of heparin for several days 
in acute cases. The anticoagulant effect of ethyl 
biscoumacetate was continued for only one or two 
days after administration ceased. No hemorrhagic 
accidents or thromboembolic complications were 
observed when the standardized clotting time was 
in the normal range. The authors claim that their 
standardized clotting time technique is a more 
reliable guide in ethyl biscoumacetate therapy than 
the Quick one-stage prothrombin time technique. 


Not Enough Cadavers.—In a letter to the Editor 
(Canad. M. A. J. 77:1054, 1957) the professor ot 
anatomy at Queens University calls attention to 
what he describes as perhaps the greatest threat to 
the quality of medical education today. This is the 
insidious development of a shortage of cadavers 
for teaching and research, Since this shortage ap- 
pears to be most acute in the thickly populated 
province of Ontario, and since it is rumored that 
additional medical schools are planned for this 
province, the situation is a disquieting one. The 
Anatomy Act in Ontario specifically states that 
bodies not claimed for burial within 24 hours by a 
relative or bona fide friends must come under the 
control of the local inspector of anatomy for as- 
sigument to a department of anatomy, Untortu- 
nately these provisions are generally unknown or 
deliberately ignored. Physicians and other well- 
meaning persons may force honest but misguided 
officils unlawfully to spend public funds in bury- 
ing such indigents. It is suggested that physicians 
who know of an unclaimed body should notify the 
local inspector of anatomy, and that they should 
also inform the public, hospital authorities, and 
provincial legislators as to the need for a sufficient 
supply of cadavers, 


DENMARK 


Surgery of the Pancreas.—Two papers by Dr. O. 
Poulsen ( Ugeskrift for lager, Dec. 5, 1957) on the 
operative treatment of cancer of the pancreas deal, 
respectively, with the world literature on the sub- 
ject and the part played by Denmark in recent 
years. The world literature shows that untreated 
cancer of the pancreas is invariably fatal. Pancre- 
atoduodenectomy is justified not only in cancer of 
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the ampulla but also in some patients with cancer 
of the head of the pancreas, for 13 patients with 
the former and 16 with the latter have survived the 
operation for more than five years. The operative 
mortality continues to fall, and it may be reduced 
even further if pancreography is combined with 
use of the Vim-Silvermann biopsy needle. The part 
played by Denmark in this field is illustrated 
by an analysis of 745 cases of cancer of the pan- 
creas and 238 cases of chronic pancreatitis. A rad- 
ical operation was performed on 35 of the patients 
with cancer and 3 of those with pancreatitis. The 
cancer must have been advanced in most of the 
745 patients, for 51% died in hospital, and there 
were no long-term survivals. Poulsen calculated 
that among the 250 patients dying annually in 
Denmark from cancer of the pancreas, the cancer 
of about 20 of those under 70 might have been 
operable. The general practitioner should be taught 
that the disease is operable in the early stage and 
he should send such patients to hospitals special- 
izing in this condition. 


Renal Disease from Abuse of Drugs.—From two 
hospitals come reports incriminating the aceto- 
phenetidin group of analgesics as being largely 
responsible for the growing frequency of renal in- 
sufficiency and chronic pyelonephritis. Dr. R. Fried- 
berg ( Ugeskrift for lager, Dec. 5, 1957) noted that 
within two months five of his patients (women be- 
tween the ages of 29 and 47) showed signs of 
renal insufficiency after having taken various anal- 
gesics daily for many years. Public Health author- 
ities are investigating this problem. In the same 
issue, Dr. B. Harvald reported a series of 36 wom- 
en suffering from chronic pyelonephritis. They were 
questioned with regard to prolonged consumption 
of analgesics belonging to the acetophenetidin 
group; 22 of them had taken them for many years. 
Serving as controls were 36 other women of the 
same age, but with normal renal functions and no 
clinical history of intection of the urinary tract. 
Among them only seven gave a history of pro- 
longed, daily dependence on analgesics. It might 
be objected that the addiction to analgesics had 
been started by the renal disease in the first group 
of women, but a scrutiny of their histories showed 
that this explanation was not applicable to any of 
them. Thus many of them had needed analgesics 
tor migraine in childhood or for chronic polyar- 
thritis or arthrosis. It is possible that the liability of 
patients with chronic polyarthritis to develop chron- 
ic pyelonephritis may be traced to prolonged anal- 
gesic medication rather than to the arthritis itself. 
Harvald suggested that the conversion in the or- 
ganism of acetanilid and acetophenetidin into para- 
amino-phenol may account for the development of 
renal disease, as this substance has 

to induce methemoglobinuria and sulfhemoglobin- 
uria. 
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Training Nurses.—The Government Commission, ap- 
pointed in 1946 to deal with the training of nurses, 
issued its report on the subject in 1954. In 1956 
legislation governing the training of nurses was 
adopted, and early in 1957 it was presented as a 
government edict, the full effects of which will come 
into force in 1958. In the past the training of nurses 
has largely been left to each hospital despite wide 
differences of standards. Hitherto the central health 
authorities have recognized 110 hospitals as ca- 
pable of running schools of nursing. In their three- 
year curriculums there have been 700 lectures on 
the theory of nursing in the larger hospitals and 100 
in the smaller hospitals. The number of lectures 
given by physicians ranged from 25 to 200. Now a 
more unified and ambitious scheme of lectures 
has been adopted, and a hospital wishing to act 
as a school of nursing must fulfill many conditions 
to qualify for this task. Throughout the three years 
of training, a nurse now has to attend many lec- 
tures, and when they have been completed she has 
to spend a fortnight in reviewing them. Her prac- 
tical work must include six months in a medical and 
six months in a surgical service, two months in an 
operating room or emergency room, four months in 
a children’s ward, and four months in a mental 
hospital. Schools of nursing are to start with a new 
class twice a year, with 20 to 30 new pupils in each 
class. About 1,600 new pupils will, it is hoped, 
be recruited each year. The high standard of educa- 
tion required for the nurse of the future means that 
the junior medical staff of the teaching hospitals 
will be called on to contribute more than hitherto 
to the training of nurses. 


Fatal Accidents Among Children.—In the Danish 
Medical Bulletin (vol. 4, 1957), Dreyer and Nér- 
regaard write that in Denmark the mortality for 
children under 15 fell from 647 per 100,000 in the 
period 1931 to 1935, to 241 in the period 1951 to 
1955. Today between 25 and 33% of all deaths 
among children can be traced to accidents, as 
against less than 10% 50 years ago. The statistical 
section of the National Health Service investigated 
the fatal accidents which befell 6,844 chi 

under the age of 15 in the period 1931 to 1955. 
The ratio of accidents to all causes of deaths dur- 
ing this period was trebled for boys and doubled 
for girls, and in late years accidents were the cause 
of 40 to 50% of all the deaths among boys over the 
age of two years. Suffocation came highest as the 
cause of accidental deaths among infants, and 
drowning was the most important cause among 
one-year-old children. Most drowning accidents at 
this age were due to falls into small “basins.” The 
reason why poisonings were more frequently fatal 
in the United States and England than in Denmark 
may be found in differences in the regulations 
governing the control of drugs in these countries. 
Bicycle accidents, on the other hand, proved fatal 
more frequently in Denmark than in the United 


States, where fatal burns were relatively frequent, 
presumably because of the greater number of open 
fireplaces. 


INDIA 


Hypospadias.—R. N. Sinha (Indian Journal of Sur- 
gery, vol. 19, October, 1957) treated 78 patients 
with hypospadias in a period of six and one-half 
years. The meatus in 18 of these was in the glans; 
of 12 it was in the corona; of 27, in the shaft; of 11, 
in the penoscrotal region; in 6, in the scrotum; and 
in 4, in the perineum. Undescended testis was 
present in five, bilateral hernia in three, and a con- 
genital cardiac lesion (compensated patent inter- 
ventricular septum) in one. The hernias and un- 
descended testes were treated prior to the treatment 
of the hypospadias. Of the 78 patients, 46 were 
seen before the age of 18 months and 38 of these 
had a marked chordee; 32 were seen after the age 
of 18 months and in 2 of these the meatus was in 
the glans and no operation was advised. The re- 
maining 30 were 2 to 30 years old and were sub- 
jected to a preliminary operation for correcting the 
chordee, and the ultimate result was satisfactory. 
The author concluded that every type of hypo- 
spadias, despite the degree of severity, is amenable 
to operative treatment but to get a good result, 
chordee must be corrected at an early age, prefer- 
ably between 18 and 24 months. 


Blood Proteins in Gestoses.—B. N. Purandare and 
co-workers (Journal of Postgraduate Medicine, vol. 
3, October, 1957) studied blood proteins by paper 
elec is in more than 200 cases. Blood sam- 
ples were collected from normal nonpregnant 
women as well as normal t and toxemic 
patients for estimation of various fractions of blood 
eins. In addition, 160 patients were investigated 
or prothrombin content of blood and 90 for esti- 
mation of fibrinogen. The total serum protein levels 
were found to be decreased in normal pregnancy 
and were still further lowered in pre-eclampsia and 
eclampsia. This may be due not to the hemodilu- 
tion occurring during pregnancy but to failure on 
the part of the organs producing the different trac- 
tions of blood proteins. The level of albumin 
dropped throughout pregnancy, and this may con- 
tribute to the development of edema in the later 
months of pregnancy. Edema begins to develop 
when the total serum protein level reaches a value 
of 5.5 Gm. per 100 ce. and albumin 2.5 Gm. per 
100 ce. The drop in albumin level may be due to 
nutritional factors and the further drop noted in 
pre-eclampsia and eclampsia may be due to failure 
of liver function. There was an increase in alpha | 
and alpha 2 globulin levels in normal pape | 
and a further increase in pre-eclampsia but no s 
increase was seen in eclampsia. Similarly the beta 
globulin level was increased to some extent in 
normal pregnancy and pre-eclampsia but not in 
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eclampsia. The gamma globulin level was increased 
during normal pregnancy but not in pre-eclampsia. 
During eclampsia, however, it reached an unusu- 
ally high figure. The fibrinogen estimation showed 
a progressive increase in normal pregnancy and 
high levels were noted in eclampsia. The associa- 
tion of hypoproteinemia with hypoalbuminemia in 
Indian women was connected with the predomi- 
nating vegetarian diet and poor intestinal absorp- 
tion. Failure of rise in alpha 1 and alpha 2 globulin 
levels may be connected with clotting and hemo- 
lytic mechanisms. The plasma prothrombin level in 
normal nonpregnant, normal > and toxemic 
women before and during labor did not show any 
change. 


Endemic Goiter.—Beierwalters and Raman (Cur- 
rent Medical Practice, vol. 1, November, 1957) 
stated that in the villages of the Northeastern Fron- 
tier Agency (N. E. F. A.) in India, goiter was a 
major public health problem. In one village 70% of 
the population had visible goiter. In 2% of these 
there were signs of gross tracheal obstruction and 
4% of the inhabitants were definitely cretins. In 
another village, 28% of the population was goitro- 
genous, 3% were cretins, and 2% were deaf mutes. 
Such common complications of endemic goiter as 
nodule formation; adenoma formation; compres- 
sion and deviation of the trachea, esophagus, and 
tributaries of the superior vena cava; growth of 
the goiter into the chest; retrogressive changes; 
thyrotoxicosis; and carcinoma were observed. These 
complications can largely be eradicated by iodiza- 
tion of salt. 

In the N. E. F. A. area goiter is associated with 
an increased incidence of cretinism, feebleminded- 
ness, and deafmutism. The increased incidence of 
cretinism in children in endemic goiter areas may 
be due to development of thyroid autoantibodies 
in the mother, which are transmitted through the 
placenta and damage the thyroid gland of the fetus. 
Cretins are also plentiful in the state of Michigan 
in the United States, and there is no proof that the 
use of iodized salt resulted in a decreased incidence 
of cretinous births. Although cretinism cannot be 
prevented by iodization of salt, the mental and phy- 
sical retardation from cretinism can largely be pre- 
vented by early diagnosis and replacement therapy. 


Malakanguni.—B. B. Gaitonde and co-workers (Cur- 
rent Medical Practice, vol. 1, November, 1957) 
tested malakanguni, an indigenous drug, for its 
tranquilizing properties. The drug is obtained in 
the form of an oil extracted from the fresh seeds of 
Celastrus paniculatus. The experiments were car- 
ried out in rats, mice, and dogs, the oil being ad- 
ministered orally, intramuscularly, and intraperi- 
toneally. The crude oil was seen to contain some 
active ingredients having a sedative and anticon- 
vulsant action in rats and mice. Sedation was pro- 
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duced in rats when the oil was given orally and 
intramuscularly, but the action was not so marked 
when given intraperitoneally. The anticonvulsant 
effect was studied in rats and mice after inducing 
convulsions with picrotoxin and leptazol. The oil 
was also seen to have a definite action on blood 
pressure, as it produced a gradual fall of blood 
pressure in cats made “spinal” by Dale's method. 
This effect was evident after 15 minutes and was 
prolonged. There was also associated bradycardia 
while the pulse pressure was increased. The effect 
on aortic blood pressure in Starling’s isolated heart- 
lung preparation was studied and showed a marked 
fall in cardiac output and bradycardia, and an in- 
crease in pulse pressure. Similar action was seen on 
the blood pressure of a dog. 


Petit Mal Seizures.—V. P. Mondkar and co-workers 
(Journal Postgraduate Medicine, vol. 3, October, 
1957) used aloxidone (3 allyl, 5 methyl, 6 oxali- 
done-2:4 dione ), a new anticonvulsant, to treat nine 
patients with petit mal seizures. Pharmacological 
tests have shown that it has a high therapeutic 
value and compares favorably with trimethadione 
which has so far been widely used in the treatment 
of petit mal but has undesirable side-effects. The 
age of the patients varied from 5 to 33 vears. The 
duration of the disease ranged between 15 months 
and 11 years. The maximal interval between at- 
tacks was one day in all the patients. One capsule 
of the drug was given daily to start with. This was 
increased to a maximum of six capsules a day. In 
three patients, petit mal attacks were reduced by 
more than half, one showed no change, and in 
five the number of attacks increased. No patients 
showed complete freedom from attacks. The com- 
mon toxic symptoms in this series were slight 
ataxia in three patients and drowsiness in four. One 
patient developed nephrosis and two had tempo- 
rary photophobia. Blood counts were made every 
15 days during treatment but showed no appre- 
ciable change. Follow-up electroencephalographic 
tracings were taken in three cases and none showed 
a change in the pretreatment pattern. 


Experimental Hydr hrosis.—Balkrishma and 
Nair (Indian Journal of ‘Surgery, vol. 19, October. 
1957) stated that the old belief that sudden com- 
plete ureteral obstruction led to primary atrophy of 
the kidney, which was rapidly reduced to a flat- 
tened fibrous mass, was shown to be wrong, and it 
was seen that acute ureteral obstruction was in- 
variably followed by distention of the ureter, renal 
pelvis, and the collecting system. The authors con- 
firmed this conclusion after experimental work on 
50 rats in which the left ureter was divided between 
two ligatures just above its opening into the blad- 
der. The animals were killed in groups after the 
ureter had been ligated for periods ranging from 
four days to six months. 
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The changes were then studied macroscopically 
and microscopically. Progressive pyelorenal en- 
largement proportionate in degree to the duration 
of obstruction was the rule. Primary atrophy of the 
kidney could not be seen even in a single instance. 
The progressive pelvic dilatation was at the expense 
of the renal parenchyma which gradually shrank. 
There was a progressive loss of corticomedullary 
differentiation as seen in the sectioned kidney. The 
progressive renal destruction seen in gross speci- 
mens was even more vividly shown by a study of 
the histology of hydronephrotic kidneys. The early 
changes of dilatation in the collecting tubules were 
later followed by atrophic changes. An attempt was 
made by means of intravenous pyelograms to de- 
termine how long the obstruction could be allowed 
to proceed so that its removal would restore the 
kidney to normal, but all attempts to obtain satis- 
factory pyelograms failed. Cutaneous ureterostomy 
was tried to drain the hydronephrotic kidney to 
ascertain whether it would revert to normal, but 
this procedure also failed as it was invariably fol- 
lowed by pyonephrosis. 


UNITED KINGDOM 


Irradiation Damage from Shoe-Fitting Fluoroscopy. 
—Attention has been drawn to the possible risk of 
excessive radiation to customers and staff from 
fluoroscopes used for shoe-fitting. Kopp (Brit. M. J. 
2:1344, 1957) reports a case of x-ray dermatitis from 
this cause. A woman of 56 complained of scarring. 
scaling, dilated capillaries, and loss of pigment in 
the feet. The soft tissue of two digits was indurated, 
and some of the nails were thickened and partially 
detached. The clinical findings were those of irradi- 
ation dermatitis. The patient gave no history of 
diagnostic or therapeutic irradiation, but she stated 
that she had been employed for 10 years in a shoe 
store, where she operated two shoe-fitting fluoro- 
scopes 15 to 20 times daily. Roughly 60,000 transil- 
luminations were carried out annually with these 
machines. Examination showed that they were emit- 
ting 9.2 and 13.2 r per minute respectively, and that 
the beam intensity was about 1 r a minute for adults 
and more for children. The transillumination time 
was originally set at 10 seconds, but was subse- 
quently altered to 2 minutes. Defective lead screen- 
ing was found in the apparatus. The site and devel- 
opment of the dermatitis were consistent with the 
habit of the patient of supporting her right foot on 
the platform of the fluoroscope in front of the foot 
opening, where it was exposed to repeated irradia- 
tion. It was also ascertained that a nonscreened 
beam of rays passed from the front part of the foot 
platform in the direction of the patient's abdomen. 
Kopp points out that a defective shoe-fitting fluoro- 
scope may expose customers to such excessive ir- 
radiation as to constitute a genetic hazard. The pa- 


on was beyond the child- 


tient reported 
age, but shoe-fitting fluoroscopes are largely 


by children, in whom the risk is great. 


Opticians.—The Opticians Bill, which had its second 
reading in the House of Commons in December, 
provides for the establishment of a General Optical 
Council, with the object of promoting high stand- 
ards of professional education and conduct among 
opticians. It will establish two grades of o , 
one of “ophthalmic opticians,” who will be qualified 
to test sight and to fit and supply optical appliances, 
and another of “dispensing opticians,” qualified only 
to fit and supply such appliances. The British Medi- 
cal Association strongly criticizes the bill on the 
grounds that it fails to secure the separation of sight 
testing from the dispensing and sale of spectacles, 
which was recommended by the Crook Committee 
five years ago. The Association also complains that 
only 5 of the 23 representatives on the pro 
General Optical Council must be physicians. This 
council, it argues, could make rules regulating the 
administration of drugs by registered opticians. The 
Crook Committee carefully defined the functions of 
the two grades of optician, but the bill does not do 
so, nor does it prevent the sale of spectacles by un- 
qualified persons. 


Sterilizing Syringes by Irradiation.—In hospital prac- 
tice in Great Britain syringes are generally sterilized 
by hot air or autoclaving. Hot air ovens are not 
always efficient unless they are fitted with a fan to 
circulate the air, and during autoclaving steam does 
not always penetrate between the plunger and bar- 
rel of an assembled syringe. Darmady and co-work- 
ers (J. Clin. Path. 10:291, 1957) described a radia- 
tion method of sterilizing syringes. These are loaded 
in a single layer on a conveyor belt and passed 
through a chamber containing electric infrared pro- 
jectors. With the belt moving at a rate of 4 in. per 
minute an orderly has sufficient time to load the 
trays. It was found that a temperature of 180 C for 
not less than 11 minutes sterilizes the syringes. In 
order that both large and small syringes are heated 
at the same rate, the large ones are placed in mat 
black containers and the small ones in dull alumi- 
num containers. The fianl cost of this method of 
sterilization in a large hospital need not be greater 
than that of using hot air ovens. Breakages should 
be fewer and less skilled staff are required to con- 
duct the operation. 


Staphylococcic Infection in General Practice.— 
Staphylococcic infection is common in general prac- 
tice, it being estimated that something like 10% 
of the population suffers from furunculosis in any 
one year. Gould and Cruikshank (Lancet 2:1157, 
1957 ) reported the results of an investigation of the 
epidemiology of staphylococcic infection in an 
urban general practice, and the preliminary results 
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of attempts to prevent their recurrence by suppress- 
ing the nasal carriage of staphylococci by locally 
applied antibacterial agents. Of 300 patients with- 
out staphylococcic lesions, 33% were nasal carriers 
of staphylococci; 54% of the strains found were sen- 
sitive to penicillin and other antibiotics. Most of the 
staphylococci were phage types 1 and 2. Of these 
patients 5% had one or more staphylococcic lesions 
each year, 99% of these being superficial; 95% of the 
lesions responded to local conservative treatment. 
the rest yielding to systemic penicillin therapy. Ot 
those examined 34% had recurrent staphylococcic 
infections in the previous two years, and 93% were 
persistent nasal carriers of staphylococci. In over 
90% of the cases where staphylococci were isolated 
from both lesions and nose, they were identical in 
phage type. The authors concluded that most of 
these staphylococcic infections were autogenous, 
the primary source being the nose. The lesions were 
usually found on the exposed surfaces. Of the per- 
sistent nasal carriers 127 (87 of whom had recurrent 
lesions) were treated with various antibacterial 
creams applied to the nostrils to suppress the staph- 
vlococci. Penicillin in a 1% cream produced negative 
nasal swabs for two weeks in 85% of cases; tetra- 
cycline, streptomycin, and chloramphenicol creams 
in 78%; and preparations containing hibitane (bis- 
p-phenyldiguanidohexane ) in 64%. These figures fell 
to 36, 33, and 10% respectively after 20 weeks. The 
hibitane preparation contained neomycin sulfate 
(0.5% )or bacitracin (2,000 units per gram). It was 
found that recurrent staphylococcic infections in 
nasal carriers could be prevented by applying an 
antibacterial cream to the nose for one week in 
every four. 


Health Service Report.—The annual report on the 
National Health Service ( Report of the Ministry of 
Health for 1956, Command Paper 293, London, 
Her Majesty's Stationery Office, 1957, Part 1) re- 
veals that the total cost of the service in England 
and Wales was about 15 billion dollars, or 112 
million dollars more than in the previous year. Of 
this the Exchequer met nearly 80%, and less than 
5% was paid directly by those using the service. 
The cost of hospital and specialist services increased 
by 75.6 million dollars. although this can be ac- 
counted for in part by increased use of the service 
by patients. Thus the number of patients rose by 
87,000, an increase of 2.4% over the previous year. 
In 1956 the number of patients awaiting admission 
to hospital fell from 455,000 to 431,000. Since the 
introduction of the health service the number of 
available beds has increased by 6%, but the num- 
ber of patients treated has risen by 27%. The num- 
creased by 9,000 in 1956, and other patients by 
78,000, over the previous year’s figures. This repre- 
sents a large increase in the number of mental pa- 
tients treated. The mental hospitals are still slightly 
overcrowded. There were 135.215 mental patients 
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hospitalized at the end of 1956, accommodated in 
space for 121,213. The number of hospitalized 
mentally deficient patients was 53,533. 

biggest waiting lists were in the hospital 
departments of general surgery; ear, nose, and 
throat; and gynecology. The waiting list in ear, nose, 
and throat departments was four and one-half 
months outside London, and about three months in 
the London teaching hospitals. There were no wait- 
ing lists for admission to hospital for the treatment 
of tuberculosis, as there were several years ago. The 
number of tuberculosis beds in use fell in one year 
from 31,900 to 28.598. The number of reports of 
active tuberculosis fell by 7%, and mortality was 
only 25% of that reported 10 years ago. 

Figures relating to general practice show that the 
number of physicians acting as principals rose from 
18,783 to 19,082, an increase of 10.5% but the num- 
ber of those practicing singly fell from 6,715 to 
6,568, a 12.6% decrease. Over 65% of principals work 
in partnerships. These figures reflect gradual changes 
in the pattern of general practice, such as the de- 
velopment of group practice, and an appreciation 
of the advantages offered by partnership. There 
has been a steady decline in the number of 
living in “under-doctored” areas. In 1952 only 21 
million people were considered to be living in ade- 
quately doctored areas; the figure is now 35 million. 
The average number of patients per physician is 
now 2,272, compared with 2.436 in 1952. Twenty- 
five per cent of patients are still on lists of 3,000. 
The number of specialists increased by 89 to a total 
of 6,739. Of these 2,789 were receiving so-called 
merit awards in addition to their basic salary. An 
additional $7,000 annually was received by 269. 
$4,200 by 673, and $1,400 by 1,347. The number of 
student nurses increased from 48,834 to 51,489, the 
highest number recorded since the introduction of 
the health service, but the number of pupil mid- 
wives dropped by 151 to 3,559. The average cost of 
medicines prescribed under the health service in- 
creased from 65 to 72 cents per prescription. The 
annual number of prescriptions in England and 
Wales rose by over 2,700,000 to 288.879.000. 


Artery Disease.—Brown and co-workers 
attempted to determine some of the social factors 
that might cause coronary artery disease ( Lancet 
2:1073, 1957). They interviewed and examined 
1,062 men aged 60 to 69, and those with symptoms 
or physical signs suggestive of coronary artery dis- 
ease were referred for a complete cardiovascular 
investigation. In this age group 8.4% of the men 
were diagnosed as suffering from this condition. 
Contrary to general opinion the prevalence of cor- 
onary artery disease was unrelated to the mental 
demands of the men’s present or previous occupa- 
tion, or to their smoking habits, all types of the 
disease being just as prevalent in smokers as in non- 
smokers. prevalence was, however, fairly 
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closely related to the physical nature of the men’s 
work, and was highest in those engaged or previ- 
ously engaged in sedentary occupations. It was over 
three times as great in sedentary workers as in 
those doing heavy manual work. For all types of 
coronary artery disease the incidence was not con- 
sistently related to social class, but myocardial 
infarction seemed to decrease in prevalence in men 
in unskilled manual occupations compared to those 
engaged in professional work. Angina on the other 

was relatively more common among those 
whose work was unskilled. 

Arterial pressure was raised in men with coronary 
artery disease who had not had an infarction, and 
lowered in those that had. The observations sug- 
gested that the prevalence of the disease was 
doubled for an increase of 15 mm. Hg diastolic or 
30 mm. Hg systolic pressure. The authors pointed 
out that a misunderstanding might arise over the 
observation that the incidence of coronary disease 
in men appears to be unrelated to smoking habits. 
This is only true of men in the seventh decade. They 
stated that heavy smokers might be selectively 
eliminated before reaching the age of 60. Their 
observations are not inconsistent with the possi- 
bility, expressed by Doll and Hill, that smoking in- 
creased mortality from coronary artery disease. 


Sherrington Centenary.—The centenary of the birth 
of Sir Charles Scott Sherrington, the neurophysi- 
ologist, was celebrated on Nov. 27. Sherrington did 
research in physiology at Cambridge and worked in 
the laboratories of Virchow, Helmholtz, Pfliiger, and 
Koch. In his early years he worked in Italy and 
Spain on the bacteriological control of cholera, on 
which he made important observations. After suc- 
ceeding Sir Victor Horsley, one of the first brain 
surgeons, at the Brown Institute, London, he occu- 
pied the chair of physiology at Liverpool. In 1904 
he lectured at Yale, his lectures being published 
later as the Integrative Action of the Nervous Sys- 
tem. In 1913 he was invited to fill the chair of phys- 
iology at Oxford, which he retained until 1935. In 
1946 at the age of 89 he was still writing on the 
philosophy of science. He died in 1951. 


Dangers of Unskilled Artificial Respiration.—An 83- 
year-old man was found lying on a garden path. 
Two firemen called to the scene gave artificial res- 
piration by Schafer's method for three minutes, and 
then by the Schafer-Holger-Nielsen method until 
the arrival of a physician, who pronounced the pa- 
tient dead. At the inquest the pathologist stated 
that the man died from acute pulmonary edema due 
to impending failure of the left side of the heart. 
In his opinion death was accelerated by hemorrhage 
from multiple fractures of the ribs and sternum, 
with perforation of the lungs. He did not think that 
all the injuries were due to the fall, but that injuries 


were caused by unskilled artificial respiration. There 
was, he said, a danger in performing this maneuver 
by compression methods, particularly in old people. 


of Interns.—The Judges of Appeal 
in London ruled that if an intern does not carry 
out instructions given to him by his chief he is 
liable in law for his actions. In a case under dis- 
cussion the instructions turned out to be wrong. 
The patient, a boy of 6, injured his arm, and was 
examined in hospital by a consultant, who in- 
structed his intern to treat the case as a simple 
fracture. The arm was put in plaster and the pa- 
tient discharged. Actually the child had a compound 
greenstick fracture. Shortly afterwards gas gangrene 
set in and amputation was necessary to save the 
patient's life. His father sued the intern for negli- 
gence. The trial judge found in favor of the intern 
and his decision was upheld by the appeal judges. 
The Lord President of the Court said that the intern 
could not be regarded as having been in charge of 
the case. In his view responsibility cannot rest on a 
person acting on instructions from his superior. 
Even if the intern considered that the form of treat- 
still 


ment was wrong or dangerous, he, or she, was 


not responsible in law. 


Physicians’ Hobbies.—An exhibition of physicians’ 
hobbies was held at the Royal Society of Health, 
London, in November. Over 350 physicians sent in 
420 separate exhibits. Among the exhibits were a 
battleship made of matchsticks, ceramics, embroid- 
ery, a working model of an English village, fretwork, 
and model trains, cars, and aircraft. There were 
musical compositions for voice and piano and copies 
of Stradivarius violins. These violins secured the 
first prize. An amateur astronomer presented a 
home-made Newtonian astronomical telescope, and 
another physician exhibited an automatic pouring 
device for packaged cereal foods and powdered 
detergents. There were paintings, stamps, and photo- 
graphs in profusion. There was, however no room 
for the exhibit of the physician whose hobby was 
breeding Friesian cattle. 


Paroxysmal Nocturnal Hemoglobinuria.—The dif- 
ficulty of assessing the value of treatment in parox- 
ysmal nocturnal hemoglobinuria (PNH) is largely 
due to the tendency for remissions and exacerba- 
tions to occur spontaneously. Muldowney and co- 
workers (Brit. M. J. 2:1277, 1957) used a precise 
method of assessing the value of treatment by 
measuring the lifetime of the red blood cells labeled 
with radioactive chromium (Cr*'). This is deter- 
mined by incubating red blood cells with sodium 
chromate containing Cr*', which is taken up by 
them, and noting the rate of decay of radioactivity. 
The survival time of the patient's cells transfused 
into normal recipient and that of normal donor cells 
transfused into the patient were investigated at the 
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same time. Using this technique the authors in- 
vestigated the effect of cortisone and the antico- 
agulant phenindione, which have been stated to 
cause remission of PNH. Judged from survival times 
of the cells these substances had no effect on the 
rate of hemolysis, on the total erythrocyte mass, or 
on reticulocytosis. Transfusion with washed normal 
red blood cells produced a long remission. Ob- 
servations on the cross-transfusions between the pa- 
tient and a normal donor showed that in PNH the 
abnormality lies in the cells rather than the plasma. 


Death from Oxygen .—A verdict of death 
by misadventure was recorded at a Manchester in- 
quest on a woman who died just after an operation. 
She had a short operation on her nose under gen- 
eral anesthesia and on return to the ward was given 
oxygen through an endotracheal tube because she 
appeared cyanotic. She died shortly afterwards. 
At autopsy it was shown that one nostri] was 
blocked with mucus, the tongue had fallen back, 
and the oxygen had made its way into the thoracic 
cavity, causing pressure on the heart and collapse 
of both lungs. Pressure had been built up by block- 
age of the nostrils and obstruction by the tongue. 


Response to Third Dose of Vaccine.— 
The Medical Research Council ( Brit. M. J. 2:1207, 
1957) reported a study made on 100 children of 
the response to a third injection of poliomyelitis 
vaccine given 8 to 11 months after the primary 
course. The children, initially without any detecta- 
ble antibodies to any of the three types of polio- 
virus, were given two doses of vaccine, of 1 ml. 
each, at an interval of four weeks. Two weeks after 
the second dose all the children except two pro- 
duced neutralizing antibodies to all three types 
of virus. At the time of the third injection a high 
proportion of children had low antibody titers, 
particularly against type 1 and 3 virus. After the 
third injection a substantial antibody response to 
all three types of virus was obtained in all except 
three of the children. The group is being followed 
up for the next few years to determine to what 
extent their antibody levels are maintained. 


Megaloblastic Anemia and Corticosteroids.—Doig 
and co-workers ( Lancet 2:966, 1957) noted an un- 
expected hematological response to prednisolone 
in a patient with megaloblastic anemia who was 
being treated for rheumatoid arthritis. This led 
them to investigate the effects of prednisolone on 
untreated megaloblastic anemia in eight other pa- 
tients. The dose was 30 mg. of prednisolone daily 
for one to three weeks. A hematological remission 
was produced in all but one and it is possible that 
in this patient treatment, which was given for 
only six days, was not given for a long enough 
period. The patients comprised four with pernicious 
anemia, two with celiac disease persisting into 
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adult life, two with an unusual form of megalo- 
blastic anemia associated with rheumatoid arthritis. 
and one who developed megaloblastic anemia 
after partial gastrectomy. The hematological re- 
sponse obtained with prednisolone differed in 
several respects from that following treatment with 
cyanocobalamine or folic acid. There was no sig- 
nificant change in the serum cvanocobalamine level. 
There was a slower rise in the erythrocyte count 
and hemoglobin level, and the reticulocyte count 
was suboptimal. Variable changes in the serum 
iron level took place during the first 48 hours of 
treatment. The fall in serum iron that constantly 
occurs at this stage during successful treatment 
with cyanocobalamine or with folic acid was not 
seen. There was evidence that subacute combined 
degeneration of the spinal cord occurred in one 
of the patients with pernicious anemia five weeks 
after treatment with prednisolone was stopped. 

For this reason alone, prednisolone should never 
be used in the treatment of megaloblastic anemia. 
The significance of these observations is mainly 
theoretical. The fact that prednisolone was effec- 
tive in folic acid and cvanocobalamine deficiencies 
suggests that it has no intrinsic-factor activity. 
There is a real danger of suppressing the hemato- 
logical evidence of unsuspected megaloblastic ane- 
mia and of precipitating neurological complications, 
when other conditions are treated with predniso- 
lone. 


University College, Ibadan.—Ten vears ago the 
University College was founded at Ibadan, Nigeria. 
The new university College Hospital has 250 beds, 
and there is provision for 800 if the hospital ex- 
pands. Much of the building is air-conditioned, 
and some beds in each ward are supplied with 
piped oxygen. Ibadan, with a population of 600,000, 
is served by only 12 general practitioners, and 
until the advent of the new hospital had only 350 
hospital beds, with no provision for the treatment 
of tuberculosis, diseases of children, venereal dis- 
ease, and eye conditions. This will be remedied 
by the facilities offered by the new hospital. Lon- 
don University has granted provisional recognition 
to the Ibadan School for clinical training, and 32 
students have now enrolled. There is accommoda- 
tion for 60 students and 200 nurses and future 
accommodations can be provided for another 90 
students and 180 nurses. The School of Nursing 
has been recognized by the General Nursing Coun- 
cil as suitable for training. Eighty nurses have 
been trained and 150 are now in training. The 
target is 320 nurses. Patients, who come from all 
parts of Nigeria, are first screened in the depart- 
ment of general practice, so that they can be re- 
ferred to the correct department. About a third 
of the patients are children. The language difficulty 
and lack of skilled interpreters is one of the biggest 
obstacles in the running of the hospital. 
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ETIOLOGY OF TRANSIENT 
CEREBRAL STROKE 


To the Editor:—Rothenberg and Corday (J. A. M. A. 
164:2005 [Aug. 31] 1957) have recently discussed 
the question of the etiology of transient stroke on the 
basis of careful investigations of the pial vessels of 
monkeys after different types of mechanical and 
chemical stimulation. As no sign of active contrac- 
tion could be demonstrated in these vessels and as 
they only altered their diameter passively in relation 
to the peripheral blood pressure, the authors drew 
the natural conclusion that these vessels were not 
able to contract actively. 

In their paper they conclude: “In view of the ab- 
sence of vasoconstrictor innervation of musculature 
in the pial vessels, as demonstrated by Pickering, 
and the results of the experiments described in this 
paper, it appears unlikely that primary cerebral 
angiospasm can occur.” 

Although these authors’ results are convincing, 
their discussion and conclusion is nevertheless sur- 
prising when other recent investigations are taken 
into consideration. Pickering (J. A. M. A. 137:423 
[May 29] 1948) is certainly of the same opinion as 
regards the question of the etiology of transient 
cerebral stroke, but, as far as I can see, he did not 
express his opinion on the innervation of the pial 
vessels in such a conclusive way. 

The innervation of the pial vessel has, however, 
been thoroughly investigated by many research 
workers, for instance Stohr (Mikroskopische An- 
atomie des vegetativen Nervensystems, Berlin, Julius 
Springer, 1928), whose exhaustive studies of the 
vegetative nervous system demonstrated a_ rich 
plexus of nerves on arteries, veins, and capillaries in 
the pia. Pfeifer (Grundlegende Untersuchungen fiir 
die Angioarchitektonik des menschlichen Gehirns, 
Berlin, Julius Springer, 1928) also states that most 
of the vasomotor nerves are found in the pia mater 
(quoted by Vogt [Brit. Med. Bull. 13:166 (Sept. ) 
1957] ). Many other papers show the same result. 

It may therefore be doubted if the statement of 
Rothenberg and Corday of absence of vasomotor 
innervation of pial vessels is quite correct. (See also 
direct demonstration of contraction of pial vessels 
in monkeys, mentioned in Pickering’s paper [ Forbes 
and co-workers], and in the same connection Pen- 
field’s statement on the origin of vasomotor nerves 
in the brain, mentioned later.) It is also certainly 
difficult to disregard Penfield’s observation of in- 
tense constriction of the arteries of the exposed cor- 


tex after an epileptic attack induced by electrical 
stimulation (quoted by Pickering [J. A. M. A. 137: 
423 (May 29) 1948]). 

With regard to the vessel of the brain, the follow- 
ing appear in the literature: Baker's (Am. J. 
Path. 13:453 [May] 1937) investigations of the 
small arteries in the human brain indicate that it is 
very likely that the muscle is too weak to cause 
powerful vasoconstriction. Penfield (Arch. N 
& Psychiat. 27:30 [Jan.] 1932), however, states with- 
out any reservations that the media of small arteries is 
composed of an outer circular and an inner longi- 
tudinal layer. No one has yet been able to give any 
information about the precapillary sphincters, which 
probably also exist in cerebral vessels. Constriction 
of these alone would be of very great significance 
for the resistance and blood supply. Penfield has also 
demonstrated histologically that the cerebral arte- 
rioles are innervated, and perhaps Vogt's ( Brit Med. 
Bull. 13:166 [Sept.] 1957) statement in connection 
with her demonstration of sympathomimetic amines 
in the brain is worth quoting here: “Indeed, the 
figures of 0.04-0.07 »g/g supply a probable upper 
limit for the amount of sympathin contributed by 
vasomotor fibres in the most vascular parts of the 


A large number of experiments have demonstrat- 
ed the ability of different drugs (arterenol, gan- 
glionic blocking substances, papaverine, histamine, 
and especially carbon dioxide ) to produce contrac- 
tion or dilatation of the cerebral vessel. A series of 
such experiments performed on man during the re- 
cent years is quoted in “Neur« ” (The 
Josiah Macy, Jr. Foundation, Madison Printing Co., 
Madison, N. J., 1955), and similar results can be 
found in different journals. It is difficult to deny 
that these results represent proof of a varying tone 
of these vessels. 

A large number of animal experiments also seem 
to indicate that the cerebral vessels are able to con- 
tract as strongly as the other vessels in the organism, 
but it is not possible to include all these results here. 
A few of the more recent investigations of more 
special interest will, however, be mentioned. Jotten 
(Arch. Psychiat. 187:153, 1951) has stated that on 
postmortem examination of the cat he has found 
extensive spastic anemic areas in the brain tissue 
after repeated electric shocks. This seems to be 
direct evidence that powerful vasoconstriction has 
a great influence on the cerebral circulation. Ingvar 

g ( Electroencephalog. & Clin. Neuro- 
physiol. 8:403 [Aug.] 1956), using a new method, 
have been able to compare the cerebral circulation 
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with the electroencephalographic activity in the cat. 
Their conclusion includes the following statement: 
“The results confirm that an intimate correlation 
exist between cerebral vasomotor tone and cortical 
excitatory state as reflected in the EEG.” The authors 
have also shown that “the cerebral vascular resist- 
ance undergoes larger changes than have previous- 
ly been shown.” 

Feldman and Kidron (Arch. internat. pharma- 
codyn. 111:70, 1957) have recently demonstrated 
in a cat a strong dilatation of pia vessels produced 
by chlorpromazine. A normal tonus of this vessel is 
necessary to explain this effect. It will in the end 
of this discussion be of interest to quote the last 
paper of the new Nobel prize-winner Bovet and his 
collaborators (Arch. internat. pharmacodyn. 110: 
380, 1957). They have recorded the intracranial 
venous pressure in dogs and have utilized varia- 
tions in this pressure in study of the vasomotor 
effect of different drugs on the cerebral circulation. 
The authors could even record a vasoconstrictor ac- 
tion of adrenalin in the brain. They express the 
opinion that the particular fragility of the vasomotor 
reactions accounts for numerous divergencies men- 
tioned in the literature. 

The stellate ganglion is trequentiy mentioned in 
connection with the cerebral vessels as the prob- 
able sympathetic sanglion for vasoconstrictor im- 
pulses. The absence of effect of bilateral ganglionec- 
tomy has often been considered as evidence that 
sympathetic vasoconstrictor impulses do not exist. 
Here, it is worth remembering the result of Pen- 
field's investigation. He states: “The origin of these 
intracerebral vascular nerves forms the subject of 
unfinished study. Sympathectomy in a large num- 
ber of animals during the past two years indicates 
that the parentage of these nerves is not altogether 
in the sympathetic ganglia.” In connection with 
this it is of great interest to mention the demon- 
stration of so-called intermediate ganglions ( Boyd: 
Brit. Med. Bull. 13:207 [Sept.] 1957) which do not 
lie with the usual ganglions and which escape sur- 
gical attack, thus possibly explaining the frequent 
absence of effect of such an attack on the peripheral 
organs as well as the brain. 

The question of the occurrence of vasomotor 
tonus in the cerebral vessels and of possible physio- 
logical and pathological variations in this tonus 
cannot yet be said to be completely explained. Evi- 
dence seems to exist that there is a physiological 
fluctuation of this tonus, but it still remains to be 
proved that spasms of small cerebral vessels play 
any part in the etiology of transient cerebral stroke. 
This possibility cannot, however, be discarded with- 
out taking into consideration all the results of in- 
vestigations performed recently on the regulation 
of the cerebral circulation. 
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At the present, facts appear to contradict each 
other, and only further research can explain the 
numerous discre ies which exist. It is certainly 
too early to draw any final and general conclusions 
in this field. 

Knut Naess, M.D. 
University of Oslo 
Department of 
Karl Johansgate, 47 
Oslo, Norway 


CAROTID ANGIOGRAPHY 


To the Editor:—With reference to an article in the 
Oct. 12, 1957, issue of the Tue Jounnat, page 679, 
“Hydraulic Device for Remote Control of Injection 
During Carotid Angiography” by Epstein and Ep- 
stein, I believe that there is a much simpler method 
of remote control of injection, which has been used 
at Cleveland City Hospital on the neurosurgical 
service. This consists of a 30-in. length of plastic 
tubing with Luer-Lok ends, which places the oper- 
ator a considerable distance away from the site of 
injection and still gives one the desired “feel” of the 
iniection. These tubes are manufactured by the 
Max Wocker & Son Co., of Cincinnati, and cost $30 
per dozen. These are sterilized by soaking and can 
be used a considerable number of times. The use 
of this apparatus was actually suggested by Mr. 
Bergler, of the x-ray deportment of Cleveland City 
Hospital, and was adopted from the vascular serv- 
ice of the Cleveland City Hospital under Dr. F. A. 
Simeone. 

Harry W. Stave, M.D. 

2224 Washington Ave. 

Waco, Texas. 


BLOOD TRANSFUSIONS 


To the Editor:—In the Nov. 9 issue of Tut JouRNAL, 
page 1280, your editorial on decubitus ulcers sug- 
gests “blood transfusion if the hemoglobin level 
falls below 15 Gm. per 100 ce . . .” This recom- 
mendation fails to take into account that women 
seldom attain a hemoglobin level as high as 15 Gm. 
per 100 cc. and that blood transfusion should never 
be given until it is clearly apparent that the benefits 
will outweigh the hazards to the patient. The order- 
ing of a blood transfusion should never be a casual 
procedure. The physician should first assure him- 
self that the patient's need for blood justifies the not 
insignificant risks of morbidity and mortality. One 
survey, for instance, showed that the potential 
hazards of a blood transfusion were as great as 
those of an appendectomy. 

P. S. Rurnerrorp, M.D. 

106 Thompson St. 

Kalamazoo, Mich. 
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INTERNAL MEDICINE 


Evaluation of Valsalva Test in Bedside Diagnosis 
of Dyspnea. R. W. Ard and R. H. Twining. Am. 
J. M. Se. 234:403-412 (Oct.) 1957 [Philadelphia]. 


Sixty patients with various types of pulmonary 
and cardiac disease whose chief complaint was 
dyspnea were studied, with the Valsalva test util- 
ized in an attempt to ascertain the clinical reliabil- 
ity and diagnostic value of this test as a routine 
diagnostic procedure for the practicing physician. 
The equipment to perform the test consists 
of an aneroid sphyg ter gauge attached 
to a short length of rubber tubing onto which is 
fitted a mouthpiece, an ordinary blood pressure 
apparatus, and a stethoscope, all of which may be 
easily carried in every physician's bag. This simple, 
objective test was found to provide reliable infor- 
mation as to the presence of varying degrees of 
pulmonary congestion resulting from cardiac dys- 
function since, in most of the patients with a posi- 
tive reaction to the test, the cause of dyspnea was 
subsequently proved to be due to cardiac failure 
as judged by response to digitalization, decrease 
in heart size, diuresis, and disappearance or diminu- 
tion of clinical signs and symptoms. The Valsalva 
test, as described by the authors, was felt to be 
especially useful in demonstrating incipient cardiac 
failure in patients with complications and in those 
with borderline cases where clinical evaluation and 
ancillary aids, such as determinations of circulation 
time, response to diuresis, and vital capacity, were 
of equivocal or no value. A negative Valsalva test 
indicated in all instances that the patient's dyspnea 
was due to pulmonary disease rather than to car- 
diac failure. 

Since the Valsalva test requires only minimal 
equipment, can be readily learned and utilized by 
nurses or intelligent office personnel, and is more 
reliable yet less time-consuming than other tech- 
niques commonly used to evaluate cardiac and 
pulmonary function, it ig suggested that this test 
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be more widely employed in the differential diag- 
nosis of dyspnea. Because of its simplicity, the 
Valsalva test is of particular value to the practicing 
physician for use at the bedside. 


Pulseless Disease: A Clinical Analysis of 10 Cases. 
G. Birke, B. Ejrup and B. Olhagen. Angiology 
§:433-455 (Oct.) 1957 [Baltimore]. 


Nine women between the ages of 23 and 64 vears 
and 1 39-year-old man with impaired circulation 
in the vessels originating from the aortic arch were 
admitted to a hospital in Stockholm, Sweden. Clin- 
ical investigation showed that the causative basis 
of the condition, for which a diagnosis of Takaya- 
shu’s syndrome or pulseless disease was considered, 
may vary. Pseudoxanthoma elasticum in 1 patient 
and more generalized vascular lesions involving 
the upper and lower extremities and the kidney in 
2 others gave rise to the syndrome, 1 of these latter 
patients possibly having polyarteritis nodosa. Con- 
genital vascular anomalies appeared to be a pre- 
disposing factor in 2 patients. A rheumatic condi- 
tion was considered as the most likely cause of the 
vascular changes in the brachial arteries of the re- 
maining 5 patients. An important observation was 
the absence of objectively manifested circulatory 
impairment in the carotid artery. Such impairment 
has been stated to be typical of the pulseless dis- 
ease. Several of these patients without definite in- 
volvement of the cerebral circulation had, on the 
other hand, dizziness and headache. It is debat- 
able whether the cases of these patients represent 
early manifestations or mild variants of pulseless 
disease. Only continued observation will tell 
whether such a process may subsequently proceed 
centrally with or without thrombosis and produce 
a symptom complex similar to that observed in 
earlier reported cases. Takayashu's disease appar- 
ently is a composite group of obscure entities giv- 
ing rise to the syndrome complex. 


Primary Varicella Pneumonia. S$. Krugman, C. H. 
Goodrich and R. Ward. New England J. Med. 
257:843-848 (Oct. 31) 1957 [Boston]. 


In the past, primary varicella pneumonia was re- 
garded as rare, but the authors show that varicella 
pneumonia is not rare in adults. During the first 6 
months of 1956, 148 patients with varicella were 
admitted to the communicable disease unit of the 
Bellevue Hospital. Of these, 118 were children and 
30 were adults. Ten members of this group, all 
adults, showed clinical and x-ray evidence of 
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chicken-pox pneumonia. The pneumonia was char- 
acterized by a typical varicella eruption and, 2-5 
days later, by moderate to severe respiratory dis- 
tress associated with cough, dyspnea, and tachypnea 
and frequently with cyanosis and hemoptysis and 
x-ray evidence of an extensive generalized nodular 
infiltrate throughout both lung fields. The illness 
was classified as severe in 4, moderate in 3, and 
mild in 3 patients. Complications included massive 
nonbacterial pleural effusion, subcutaneous emphy- 
sema, pulmonary edema, and hepatitis. One patient 
died; autopsy revealed an extensive hemorrhagic, 
predominantly mononuclear-cell pneumonitis, with 
histological evidence of Type A intranuclear inclu- 
sion bodies in the pulmonary exudate. An addi- 
tional, more recent, fatal case is described. Autopsy 
of this adult male patient revealed the typical 
lesions of varicella in the skin, lungs, and liver. 


Vitamin B,. in and Myxedema. 
H. Ziffer, A. Gutman, I. Pasher and others. Proc. 
Soc. Exper. Biol. & Med. 96:229-230 (Oct.) 1957 
[Utica, N. Y.]. 


Since thyroactive materials fed to animals in- 
crease their vitamin B,. requirement and _ since 
there is no information on how hypermetabolic 
and hypometabolic states effect B,,. requirements 
in man, the authors studied the acute blood re- 
sponses and urinary excretion of vitamin B,. in 6 
subjects with a normal, 10 with a hyperthyroid, 
and 4 with a myxedematous condition after an 
intramuscular load dose of 50 meg. of B,s. The 
whole blood B,, values in 10 patients with a hyper- 
thyroid condition before and after a load dose of 
B,. were lower than those in persons with a normal 
and in persons with a myxedematous condition. 
The mean S-hour urinary excretion after B,, ad- 
ministration in subjects with hyperthyroidism was 
considerably lower than that for persons with a 
normal and for those with a myxedematous condi- 
tion. These data suggest that B,. turnover and de- 
mand is appreciably greater in patients with hyper- 
thvroidism and lower in patients with myxedema. 


Progressive Myositis Ossificans: Review of the 
Literature and Report of a Case. H. L.. Cox. North 
Carolina M. J. 18:459-463 (Oct.) 1957 [Winston- 
Salem]. 


Progressive myositis ossificans is characterized 
by progressive, widespread ossification of soft tissue 
(primarily muscle and tendon) leading to crippling 
immobility. The consensus of opinion seems to 
that the disease represents an inborn error of 
metabolism or a primitive mesenchymal defect. 
The etiology is unknown. Actual bone formation 
distinguishes this disease from myositis fibrosa, 
dermatomyositis, polymyositis hemorrhagica, mul- 
tiple exostoses, and calcinosis interstitialis ossificans. 


The author cites the case of a girl who showed the 
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initial symptoms of myositis ossificans at 6 years of 
age, when a bony tumor appeared on her knee fol- 
lowing a fall. When the child was 7 years old, her 
mother first noticed a lump on the back of her head 
(not preceded by known trauma). Approximately 1 
month later a large area of swelling and induration 
appeared on the posterior cervical region. This 
process rapidly extended into the trapezius muscles 
of both sides, then into the shoulder and chest 
muscles. Limitation of movement in the involved 
muscles occurred early. 

The sequence of events is usually initiated by the 
appearance of swellings, of varving size, which are 
firm. They increase in size for approximately 1 
week, remain stationary for approximately 1 week, 
then regress for 1 week, leaving stony hard areas 
in the muscle. This process keeps recurring in the 
same area until the muscle is ossified and immo- 
bilization is complete. In the girl presented. vir- 
tually all the deformity and immobility occurred 
during the first year of the disease. There was 
never any fever, malaise, or pain. Blood chemistry 
determinations and electrocardiogram tracings con- 
tinued to be normal, as were the findings with the 
electroencephalogram made at the inception of the 
disease. The patient was treated shortly after the 
onset with corticotropin, cortisone, and x-ray with- 
out deriving any benefit. For the past 5 years her 
mother has given her soda water (NaH,CO,) 3 
times daily and Amphogel. With no other treat- 
ment, her disease has been quiescent for the past 


5 or 6 vears. 


Treatment of Diabetes Mellitus by Sulfanilamide 
tions. N. A. Shereskevskiy. Klin. med. 38:61- 
67 (Sept.) 1957 (In Russian) [Moscow]. 


The author reports on the effect of Nadisan 
(Beringer) therapy in 24 men and 16 women with 
diabetes mellitus. The durafion of the illness varied 
trom 6 months to 20 years and the age of the pa- 
tients from 17 to 72 years. Some of the patients 
received insulin before the treatment and some did 
not. Nadisan structurally resembles orinase and 
tolbutamide. The preparation was effective in pa- 
tients past the age of 50 vears who had the disease 
for a short time. It was not effective in 20 patients. 
Animal experiments and clinical observations sug- 
gest that the effect of sulfanilamide preparations 
on pancreatic diabetes are due to 3 factors: (1) ac- 
tivation of the function of beta cells of the islands 
of Langerhans, (2) suppression of the function of 
alpha cells, and (3) suppression of the activity of 
insulinase. Sulfanilamide preparations are ineffec- 
tive in young diabetics, probably because of the 
advanced destruction of beta cells of the islands of 
Langerhans. It is not possible at the present to 
determine whether these preparations can be given 
for a long time without side-effects. Administration 
of Nadisan for 1 month did not produce toxic 
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effects in the patient. Sulfanilamide treatment of 
diabetics requires hospitalization to make possible 
the systemic control of blood sugar level, urinary 
sugar, and the general status of the patient. 


Multiple Myeloma: A Review of 26 Cases. E. E. 
Harnagel, I. Kleinberg, §. C. Kahlstrom and F. V. 
Rhudy. California Med. 87:237-243 (Oct.) 1957 
[San Francisco]. 


The authors report on 13 men and 13 women, 
between the ages of 33 and 80 years, with multiple 
myeloma. The diagnosis was established by bone 
marrow aspiration revealing characteristic myeloma 
cells in 9 patients, by surgical biopsy in 9, by 
autopsy in 7, and with the aid of characteristic 
roentgenographic and biochemical findings in 1. 
Severe pain was the most common and outstanding 
symptom and was observed in 24 patients. Sixteen 
patients had symptoms or signs of pulmonary dis- 
ease. Pronounced superficial tenderness was noted 
in 14 patients, most frequently over the lumbar 
spine or ribs but in several patients over hip or 
shoulder joints. Thirteen patients had fever. Epi- 
staxis occurred in 11 patients, followed by purpura 
and hemoptysis. Constipation, anorexia, nausea, and 
vomiting were observed in 10 patients but were of 
no assistance in diagnosis. Palpable tumors due to 
large focal collections of myeloma cells were lo- 
cated in the ribs in 3 patients, in cervical and 
axillary lymph nodes in 2, and in the skull, thoracic 
spine, and ilium in 1 patient each. Definite neuro- 
logical abnormalities were observed in 6 patients. 

Six patients had an increased sedimentation rate, 
8 had hyperglobulinemia, and 11 had anemia. Ex- 
cessive rouleaux formation was observed in 10 pa- 
tients. Leukopenia occurred in § patients. Bence- 
Jones proteinuria was noted in only 3 patients. 
Plasma cells were observed in smears of peripheral 
blood in 5 patients. Roentgenograms of some por- 
tion of the skeleton were obtained from 24 pa- 
tients. and abnormalities suggestive of myeloma 
were observed in the roentgenograms of 22 pa- 
tients. Generalized osteoporosis was the most com- 
mon roentgenographic change and was always ac- 
companied either by focal areas of destruction or 
by pathological fractures. Eighteen patients died 
within an average period of 9 months after the 
onset of symptoms. One patient survived for at 
least 10 years, 1 patient was moribund when ad- 
mitted to hospital, 2 patients were lost to follow 
up, and 4 are living. 

Multiple myeloma is a rare, malignant disease 
of the bone marrow which affects principally the 
vertebrae, ribs, pelvis, and skull but may involve 
any part of the skeleton. Severe demineralization 
and destructive lesions of bone, producing severe 
pain and debility, are distinctive features. The dis- 
ease is further characterized by abnormalities of 
blood proteins and occasionally by the excretion 
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in the urine of Bence-Jones protein, which seldom. 
if ever, is found in association with any other dis- 
ease. Roentgen ray examination is frequently help- 
ful. Spontaneous fractures, particularly of vertebrae, 
are common. The diagnosis of the disease rests on 
the identification of the myeloma cell, whose ap- 
pearance is characteristic; it is best accomplished 
by aspiration of bone marrow. In some patients the 
diagnosis was made by the neurosurgeon at the 
time of operation to relieve pressure on the spinal 
cord, 


Studies on Idionathica or Vera: 1. 
and Course. B. C. Christensen and J.-H. 
Probst. Ugesk. lager 119:1227-1236 (Sept. 19) 1957 


(In Danish) [Copenhagen]. 


From 1947 to 1955, 88 patients (58 men and 30 
women) with polycythemia idiopathica were treated 
in the medical division of the Finsen Institute. 
Sixty-four were given 1 or more treatments with 
radioactive phosphorus (P™). The remainder, in 
many of whom the disease is in remission after 
earlier treatment, are under observation. The ages 
at the time of diagnosis varied from 16 to 79; only 
2 patients were under 30 years of age. In over half 
the cases diagnosis was accidental. The average 
length of observation after diagnosis was 5-6 vears, 
the maximum time being 16 years and the minimum 
1 year. The incidence of blood types was the usual 
one in Denmark. Thromboembolic complications 
and hemorrhages were frequent. In half the cases 
the leukocyte count exceeded 10,000 per cubic 
millimeter, and in one-fourth of the cases it ex- 
ceeded 15,000 per cubic millimeter. In some cases 
there was a shifting to the left in the white blood 
cell picture. Complicating nonhematological dis- 
eases occurred in 29 patients. Twenty-one patients 
died, 5 from chronic myeloid leukemia. No case of 
acute leukemia was seen. A leukemoid blood pic- 
ture without leukemia was found in 12 patients, in 
11 with simultaneous splenomegaly. Two patients 
showed transition to myelosclerosis. 


B. C. Christensen and J.-H. Probst. Ugesk. laoger 
119:1236-1244 (Sept. 19) 1957 (In Danish) [Copen- 
hagen]. 

Ot 8S patients with polycythemia idiopathica 
observed from 1948 to 1955, 64 (39 men and 25 
women) were treated once or oftener with radio- 
active phosphorus (P™). In diagnosing the con- 
dition, special attention was paid to excluding 
secondary polycythemias and importance was at- 
tached to examination of the bone marrow. P™, 
in the form of natrium phosphate in isotonic so- 
lution with pH 7, was given intravenously. Local 
discomfort and general symptoms were never 
seen. Attention is called to the possibly increased 
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frequency of gene mutation due to the ionized 
irradiation. Application of P™ should be limited 
to patients beyond the reproductive age. The pa- 
tients were carefully observed in the department 
for 2 weeks after treatment, then by ambulant 
control after 1 and 3 months. The effect can 
usually be judged at the latter time; the patient 
is considered as being in remission and control 
action is taken every 3 or 6 months, or the re- 
sult is considered unsatisfactory and repeated treat- 
ment is applied. From 1 to 5 treatments were 
given each patient. Over one-third of the men re- 
quired 3 or more treatments. The total dose was 
from 1.75 to 22.5 mc., with an average of 7.89. 
Excellent remission occurred in 60% of the patients, 
good in 33%, and slicht in 7%. The average dura- 
tion of remission was 24 months. The average time 
of observation after diagnosis was 5'2 years. Indi- 
cations for repeated treatment are (1) recurrence, 
(2) insufficient result of the first treatment, and (5) 
danger or presence of thromboembolic processes. 


Delta Cortisone and Ascitic 
and Histological Study: 
M. Cachin, F. Pergola, F. Potet, R. fb gee and 
R. Leluc. Semaine hop. 33:3168-3174 (Sept. 26) 
1957 (In French) [Paris]. 


Ascitic cirrhosis was present in 60 patients who 
were treated with delta cortisone in an average 
daily dosage of 30 mg. for periods of 20 days to 3 
months. Complete relief of ascites and edema was 
obtained in 27 patients (45%). Hormonal therapy 
seemed to bring about a radical transformation in 
the immediate course in 6 cases of the utmost 
gravity. Long-term prognosis was less favorable 
because these patients reverted to alcoholic intoxi- 
cation. Among 21 patients seen by the authors over 
a follow-up period not exceeding 15 months, only 
11 were in good condition and 5 had died. The 
biological syndrome was but little improved; a 
moderate rise in the total protein level and im- 
provement in the albumin-globulin relation was 
observed in one-third of the patients, an increase 
in cholesterol level in 57 of the patients, and 
Kunkel’s phenolic reaction in 64%. There was little 
change in the flocculoreactions. The histological 
study in 13 patients by means of biopsy punctures 
which were made before and after the treatment 
showed that delta cortisone has no steatogenous 
action when given in therapeutic doses and that it 
has no effect on the anatomic lesions. For the syn- 
drome of water and salt retention this treatment 
was often remarkable; however, it had no effect on 
the cirrhosis itself. The only therapeutic complica- 
tions were of the digestive order; among 6 patients 
with hematemesis, 5 died during treatment. The 
deaths of 2 of these might be attributed to the 
hormone therapy. Autopsy revealed in these 2, as 
well as in 2 fatal cases of hepatic coma, multiple 
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gastric ulcerations of a particular type which 
seemed to be related to the delta cortisone treat- 
ment. The gravity of these ulcerations should not 
be overestimated; their part in the fatal outcome 
could be only suggested in the first 2 cases but was 
not fully demonstrated. Presence of diabetes and of 
a gastroduodenal ulcer represent contraindications 
for this treatment; therefore, x-ray examination be- 
fore treatment is necessary. Pulmonary tubercu- 
losis is not a contraindication provided that anti- 
biotic treatment is combined with hormone therapy. 


The Etiology of Chronic Non-Specific Ulcerative 
Colitis: A Critical Review. I. A. Warren and J. E. 
Berk. Gastroenterology 33:395-422 (Sept.) 1957 
[ Baltimore]. 


The cause of chronic ulcerative colitis is still un- 
known despite many vears of clinical investigation. 
Clinicians have long held the opinion that chronic 
nonspecific ulcerative colitis is a type of infectious 
disorder even though no specific causative organ- 
ism has as vet been demonstrated. It would be 
prejudging the issue, however, to accept previous 
investigative failures as conclusive evidence in sup- 
port of noninfectious mechanisms; it may be that 
an unknown pathogen is responsible. There is little 
evidence to support food allergy as the cause; more 
plausible is the idea of a general systemic disease 
with sensitization of the colon. In some patients 
with ulcerative colitis the colonic disorder is only 
one of several disturbances. It seems possible that 
a hypersensitive state in the colon may be brought 
about by repeated bacterial infections in a geneti- 
cally predisposed individual. The role of the 
Shwartzman phenomenon in the causation of ulcer- 
ative colitis deserves to be further investigated. An 
important causative role has been assigned by some 
students to proteolytic enzymes. Support for the 
theory of destructive enzymes has been found in 
the isolation of a cytolytic factor in the stools of 
patients with ulcerative colitis. It has also been 
suggested that proteolytic enzymes may be a by- 
product of bacterial or viral activity or may be re- 
leased by disturbed emotional states. 

In recent vears the theory of psychogenic causa- 
tion has dominated the literature devoted to the 
etiology of ulcerative colitis. These patients com- 
monly display emotional disturbances, and these 
may be influential in inducing recurrences and pro- 
longing attacks. There is still controversy as to 
whether emotional disturbances are precursors and 
causes or whether they are secondary manifesta- 
tions of the illness, which produces serious invalid- 
ism. The proponents of the psychogenic theory 
point out that these patients exhibit serious psy- 
chological disorders antedating the colitis by many 
years and that their personality structures are sim- 
ilar. However, it is difficult to explain how psychic 
stress produces organic changes and why the colon 
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is specifically affected. The explanations of the psy- 
chobiological mechanisms that have been 

thus far are conceptual and speculative. Although 
the search for a cause of chronic nonspecific ulcera- 
tive colitis has remained unsuccessful, clinicians 
have gained considerable knowledge about the dis- 
ease. Its general management appears to be con- 
ducted with greater insight now than in former 
years, but treatment is still essentially an attack at 

problem. 


the periphery of the 


The Long-Term Treatment of Ulcerative Colitis 
With Hydrocortisone, Prednisone and Prednisolone. 
J. M. Elliott and J. V. Carbone. Gastroenterology 
33:423-433 (Sept.) 1957 [Baltimore]. 


Thirty patients with ulcerative colitis, all of whom 
had failed to respond to previous medical measures, 
were studied in a large university hospital and a 
large general hospital in San Francisco. Treatment 
consisted of the administration of hydrocortisone, 
prednisone, prednisolone, and, in some cases, cor- 
ticotropin. Additional measures included parenteral 
infusion of fluids, electrolytes, and blood to the 
more severely ill patients and administration of anti- 
biotics to patients who showed evidence of impend- 
ing perforation. Dosage was based on the amount 
needed to produce a favorable effect in the indi- 
vidual patient. In general, an average initial dose of 
300 to 400 mg. of hydrocortisone was reduced to 
20 to 100 mg. a day to maintain a favorable course 
or an initial dose of 40 to 60 mg. of prednisone or 
prednisolone was administered, with a maintenance 
dose of 15 to 40 mg. daily. The latter 2 agents, 
which appeared to be similar in effect, were used 
interchangeably. Corticotropin was given in daily 
doses of 15 to 20 U. S. P. units intravenously only 
to acutely ill patients; it was given early in the 
course and for very short periods. 

Improvement was evaluated on the basis of 
amelioration of symptoms and sigmoidoscopic and 
roentgenographic evidence of subsiding disease. 
Since symptomatic benefit, although striking in 
some cases, can be misleading, particular emphasis 
was placed on sigmoidoscopy and roentgen visual- 
ization after barium enema. These examinations 
were performed on an average of once every 3 
months. However, criteria of actual remission in- 
cluded the above plus a normal hemogram, normal 
sedimentation rate, and absence of occult blood in 
the stool. In 6 patients, treatment resulted in ap- 
parent remission and medication was discontinued. 
Ten patients have shown improvement but require 
continued therapy. In 6 patients, no significant 
effect was noted and other medical measures were 
instituted. In 8 cases, colectomy was required. The 
most satisfactory responses were obtained in pa- 
tients in whom the disease was of less than 2 years’ 
duration, and no remissions occurred in cases of 
longer duration. 


SURGERY 


Clinical Progress in the Treatment of Exophthalmos 
of Graves’ Disease, with Particular Reference to 
the Effect of Pituitary Surgery. E. P. McCullagh, 
M. Clamen and W. J. Gardner. J. Clin. Endocrinol. 
17:1277-1292 (Nov.) 1957 [Springfield, I1.]. 


The authors report the results of treatment of 
severe exophthalmos associated with toxic diffuse 
goiter in 39 patients. Twenty patients were treated 
with large doses of triidothyronine over periods 
ranging from 2 to 11 months. During this time, 
proptosis was reduced by 2 mm. or more in 9 pa- 
tients; it remained stationary in 9, and became 
worse in 2. When there was significant recession, 
it was usually evident 2 months after beginning of 
treatment. Ten patients with extremely severe pro- 
gressive exophthalmos were treated with cortico- 
tropin (ACTH) in doses of 40 mg. administered 
intravenously over a period of 6 hours daily for 5 
to 16 days and hydrocortisone given in an initial 
dose of 200 mg. orally daily and diminished over 
many weeks. Improvement occurred in all patients. 
A dramatic diminution of extensive soft-tissue 
swelling and a 2-mm. reduction in proptosis oc- 
curred within a few days after the beginning of the 
treatment in 1 patient. In this patient and in some 
of the others, active hyperthyroidism disappeared 
in a few days, and the thyroidal radioactive iodine 
(I'"') uptake, serum protein-bound iodine concen- 
tration, basal metabolic rate, and serum cholesterol 
level became nearly or completely normal. 

The remaining 9 patients were treated by section 
of the pituitary stalk or cauterization of the an- 
terior lobe or both. The condition also improved in 
these patients, but 2 died in the period immediately 
after cauterization of the anterior lobe. The death 
of 1 of these patients was the result of an operative 
accident, but the death of the other patient, a 
woman with arterial hypertension and severe 
diabetes mellitus, resulted from massive multiple 
pulmonary emboli, and it seems reasonable to as- 
sume that vascular damage due to the diabetes and 
hypertensive cardiovascular disease were important 
factors. In comparing the results of the combined 
treatment with pituitary cauterization and section 
of the stalk with those of section of the stalk alone 
combined with insertion of a suprasellar diaphragm. 
it appeared that the former procedure caused more 
rapid and severe hypopituitarism with more rapid 
improvement in the exophthalmos. Although the 
rate or degree of improvement in exophthalmos 
after section of the stalk alone may not be so great 
as that after more radical surgical interventions on 
the hypophysis, this less radical procedure was 
followed by hypopituitarism and may prove to be 
an extremely useful procedure in many patients 
with severe exophthalmos. Orbital decompression 
is perhaps the procedure of choice in patients with 
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exophthalmos in whom there is great urgency and 
serious danger of loss of the eyes without im- 
mediately effective treatment. 


Modern of Advanced Tubercu- 
losis. J. J. Nolan. M. Ann. District of Columbia 
26:517-524 (Oct.) 1957 [Washington, D. C.]. 


The author reports on 29 patients with pulmonary 
tuberculosis who underwent 31 resections, 2 pa- 
tients having 2 resections each. Sixteen of the 29 
patients had moderately advanced disease, and 15 
had far-advanced disease. The resections included 
5 pneumonectomies, 16 lobectomies, 5 segmental 
resections, and 5 wedge resections, with no opera- 
tive mortalitv. The patients were followed up for 
2'2 to 3" vears. The extent of the necessary resec- 
tion is always directly related to the irreversible 
changes which have taken place in the pulmonary 
parenchyma before healing is induced by therapy. 
Under the influence of antituberculous drugs, the 
acute and subacute components of the granulom- 
atous process will subside but the chronic com- 
ponent may leave a residual focus, the stability of 
which is dubious at best. Residual cavitation, 
bronchiectasis, lower lobe foci, destroyed lung, and 
bronchostenosis are irreversible changes necessitat- 
ing surgical intervention. The common ventilatory 
and oxygen consumption tests are highly accurate 
in rejecting the hopeless risk and in accepting the 
good risk. In general, the absence of emphysema 
implies the ability to withstand extensive pulmo- 
nary resection without cardiac or pulmonary crip- 
pling. This concept is illustrated by the case of a 
36-year-old man with far-advanced pulmonary tu- 
berculosis who underwent left pneumonectomy and 
a thoracoplasty of 7 ribs without loss of pulmonary 
function; he remained well and at work more than 
3 vears later. The resection removed only destroyed 
lung tissue which was not contributing to function. 

In 27 of the 29 patients good results were ob- 
tained by surgical treatment, but 2 late deaths 
occurred in the hospital in patients with far-ad- 
vanced disease. The 16 patients with moderately 
advanced tuberculosis became and remained com- 
pletely well. They have inact chest walls, are free 
from the deformity of extensive decostalization, and 
have enough ventilatory reserve to perform manual 
labor. The 13 patients with far-advanced disease 
did not fare as well, which is readily explainable 
when one considers how much irreversible destruc- 
tion of lung tissue has often occurred in such pa- 
tients before therapy. The cases of 4 of them, all 
men between the ages of 34 and 41 years, who had 
disease of closely comparable severity are reported 
in detail. Two had susceptible bacteria and 2 had 
resistant bacteria. The first 2 had uneventful post- 
operative courses, while the other 2 died after 
prolonged progression of the disease, during which 

time additional resection for spread, empyema, and 
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bronchopleural fistulas failed to improve the condi- 
tion. In addition to the standard modern techniques 
applicable to all pulmonary resections, the on 
proviso appears to be that the patient have 

which are still susceptible to the available drugs. 
If the bacillus cannot be controlled, resection is 
hazardous and it may be wise to consider the “out- 
moded” operation of primary thoracoplasty. The 
ll survivors among the 15 patients with far-ad- 
vanced disease had negative sputums, closed dis- 
ease, and stable chest roentgenograms at the time 
of writing. Ventilatory reserve is excellent in 3 and 
good in 4, and in the remaining 4 little more than 
an armchair existence is permitted. Although a 
patient in whom surgical resection represents the 
last chance for conversion of positive sputum and 
for possible rehabilitation, may be treated with 
good results, the outlook is best in the patient with 
moderately advanced disease. Both postoperative 
morbidity and mortality should be low in this class 
of patients when managed favorably, i. ¢., the re- 
sectional procedure being performed when, after a 
period of optimum treatment with streptomycin, 
aminosalicylic acid, and isonicotinic acid hydrazide, 
the serial roentgenograms show no appreciable 
further improvement in the acute and subacute 
components of the disease. 


Recurrence of Tight Mitral Stenosis - 


y 
P. Soulié, F. Joly, J. Carlotti and 
M. Servelle. Am. Heart J. 54:695-707 (Nov.) 1957 
[St. Louis]. 


The authors report on 5 women between the 
ages of 23 and 32 vears and 1 21-vear-old man in 
whom a syndrome of tight mitral stenosis recurred 
within 9 months to 3 years after commissurotomy, 
making reoperation necessary. Five additional 
cases were collected from the literature. The first 
commissurotomy in all patients was digital and 
seemed satisfactory, as shown by an improvement 
of the clinical signs such as is usually observed 
after an effective commissurotomy. There were no 
longer signs of paroxysmal edema or dyspnea on 
effort, but in some patients there were still some 
slight dyspneic bouts on effort. The functional im- 
provement lasted longer in the 6 patients than it 
did in the 5 reported on by other workers. Recur- 
rence of the previous preoperative disturbances 
was observed suddenly after acute nocturnal pul- 
monary edema in 2 of the 6 patients, after removal 
of the appendix and a common pulmonary infec- 
tion in 1, and within a few days after bronchitis in 
another. The hemodynamic study revealed the 
same 2 successive periods of a clear cut regression 
of symptoms and their sudden recurrence in the 
postoperative course of these patients. There was 
either an immediate drop of pressure in the left 
auricle during the first operation or a postoperative 
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clear drop of the capillary and pulmonary artery 
pressure. With the clinical relapse, the pressures 
rose again to an even higher level than before the 
operation. This parallel postoperative course of 
clinical and hemodynamic signs must be watched 
for, because these signs are of aid in the differential 
diagnosis of other conditions than mitral stenosis 
in the patients operated on. 

The findings on reoperation in most patients 
suggest that the recurrence of the mitral obstruc- 
tion was due to a refusion of the mitral commis- 
sures. Commissurotomy by digital fracture seldom 
achieves complete fracture of both commissures up 
to the mitral valve ring. The recurrent obstruction 
of the mitral valve has been observed only after an 
incomplete commissurotomy and unsatisfactory 
mobilization of the valves. The mitral barrier is 
rebuilt most frequently from a remanifestation of 
the valvular lesions, due either to an acute or low- 
grade rheumatic activity or more often to a sclerous 
scarring capable of altering the valves, which may 
become thick and again shrink the mitral orifice and 
make it narrower than before. This nonspecific, 
nonrheumatic mechanism may be dependent on 
the special capacity of a particular area to react 
with a diffuse sclerous scarring. From this point of 
view the use of an instrument (dilatator) is a de- 
cided improvement on the earlier digital commis- 
surotomy. With the instrument, a far larger opening 
can be gained, always facilitating arrival up to the 
mitral ring and fracturing at least 1 of the commis- 
sures or, frequently, both. With this technique. a 
recurrence of mitral stenosis may be prevented. 


Findings in Tuberculous Lesions 
Resected from 100 Patients. D. E. Bottrill and J. R. 
Edge. Tubercle 38:303-308 (Oct.) 1957 [London]. 


The authors present the bacteriological findings 
in resected lung lesions from 100 consecutive pa- 
tients with tuberculosis admitted to a_ thoracic 
surgical unit. The patients are divided into 2 
groups: 54 patients who received continuous satis- 
factory chemotherapy in 1 course only, resection 
being carried out during the initial treatment, and 
46 patients who received 2 or more courses of 
interrupted chemotherapy before operation. In 
some of these, the dosage or frequency of adminis- 
tration would not now be considered satisfactory. 
No deaths or surgical morbidity occurred in the 54 
patients who received continuous satisfactory 
chemotherapy for 6 months or more before resec- 
tion. The specimens from only 7 were culture-posi- 
tive after 6 to 30 months antibacterial treatment, 
although in 5 of these patients tubercle bacilli had 
never been isolated before operation. In 4 of these 
the resistance pattern suggests that surgery was, in 
fact, the best treatment, the disease in the remaining 
3 appearing amenable to further chemotherapy. 
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Two surgical deaths and operative complications 
occurred in the 46 patients who had received inter- 
rupted chemotherapy. One patient died of uncon- 
trollable hemorrhage into the wound, believed to 
be due to fibrinogenopenia,; the other died at opera- 
tion from ventricular fibrillation. Both patients 
carried organisms highly resistant to streptomycin, 
isoniazid, and aminosalicylic acid. One other pa- 
tient died after a second operation for persistent 
bronchopleural fistula, 3 months after resection. 
Five patients showed positive cultures after opera- 
tion, the organisms being resistant to streptomycin, 
isoniazid, and aminosalicylic acid in 3, and to 
streptomycin and isoniazid but sensitive to amino- 
salicylic acid in the other 2. One of the 5 patients 
had postoperative bronchogenic spread of disease 
and a bronchopleural fistula 6 months later. A bron- 
chopleural fistula developed immediately after 
operation in another patient, this patient died fol- 
lowing an operation for the repair of the fistula. 
The remaining 3 patients were discharged as clin- 
ically well and continued to receive chemotherapy. 
The specimens from 22 of 46 patients who had re- 
ceived interrupted chemotherapy were culture- 
positive, of which only 3 were fully sensitive to the 
3 standard antituberculosis agents. 


Carcinoma of the Breast. W. A. Maclean. Canad. J. 
Surg. 1:49-51 (Oct.) 1957 [Toronto]. 


The author made a survey of women with breast 
carcinoma admitted to the Winnipeg General Hos- 
pital during the 10-year period of 1940 to 1949. Of 
the total of 546 patients, 1 was a man, who was 
not further evaluated, and 9 patients were lost to 
follow-up. Thirty-eight patients were considered 
inoperable at the time of diagnosis; this group in- 
cluded only those showing evidence of distant 
metastases. The remaining 507 were subjected to 
operation, with an operative mortality of 0.59% (3 
deaths). Simple mastectomy was performed 44 
times. Approximately half of these simple mastec- 
tomies were undertaken for cure, and the others 
for palliation only. The radical mastectomy pro- 
cedure of Halsted, with a few minor variations, was 
carried out in all other 463 patients. The age of the 
patients was between 24 and 90 vears at the time 
of diagnosis, the average being 54.1 years. 

Ten-vear crude survival rates of 34.1% and 5-vear 
crude survival rates of 47.5% were achieved. The 
radical mastectomy of Halsted achieved a 52.4% 
5-vear survival rate and a 42.8% 10-year survival 
rate. These figures indicate a superiority of radical 
mastectomy over the McWhirter method of treat- 
ment. Indications are that the extension of mastec- 
tomy to include removal of regional lymph nodes, 
as practiced by Urban, may increase the survival 
rates by 10% in those patients in whom the tumor 


occupies the central or inner quadrant of the breast. 
Radiation therapy was frequently but not constantly 
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administered so that no evaluation of its effects is 
possible. The usual procedure at present is to give 
postoperative radiation to the axilla, supraclavicular 
fossa, and internal mammary chain in those patients 
showing axillary node involvement at operation. 
Preoperative radiation is not used. No evaluation 
of palliative treatment in metastatic breast cancer 
was made in this study. 


Chronic Aorto-Iliac Obstruction. K. W. G. Brown, 
W. G. Grant, J. A. Key, D. R. Wilson and W. G. 
Bigelow. Canad. M. A. J. 77:747-752 (Oct. 15) 1957 
{Toronto}. 


This study of 30 patients with chronic obstruc- 
tion of the terminal aorta or the iliac arteries was 
undertaken to determine the role of aortic graft 
surgery in the treatment of this condition. There 
were 27 men and 3 women (a male to female ratio 
of 9:1). More than half of the patients suffered the 
initial symptoms before the age of 50, and about 
80% dated the onset before 60 years of age. Co- 
existent conditions were coronary disease in 11 
patients, hypertension in 6, peptic ulcer in 5, dia- 
betes in 2, and tuberculosis in 1. All 30 patients had 
intermittent claudication, 10 had rest pain, 16 were 
impotent, 9 had backache, and 3 had gangrenous 
changes. Although 2 patients improved spontane- 
ously, this condition is characterized by insidiously 
increasing disability from intermittent claudication 
and rest pain. A number of these patients were 
given a variety of drugs with no significant effect 
on the symptoms. 

Translumbar aortography revealed complete oc- 
clusion of the terminal aorta or of both common 
iliac arteries in 16 patients, narrowing of aorta and 
complete block of 1 common iliac artery in 8 pa- 
tients, and narrowing of aorta and iliac arteries but 
no block in 6 patients. Among 21 patients consid- 
ered for graft surgery, only | was found unsuitable 
because of advanced disease of the iliofemoral 
vessels. Y-grafts, consisting of the terminal aorta 
and the ilofemoral trunks, were obtained from 
autopsy material. In a few patients, lumbar svm- 
pathectomy was performed at the same time, in 
some, endarterectomy of the host vessel was nec- 
essary before anastomosis could be accomplished, 
and in 12, the occluded segments were excised. 
Five patients had a second operation, in 3 patients 
this was for thrombosis of 1 limb of the graft. and 
in the remaining 2 the second operation was to 
control hemorrhage. There were 3 deaths in the 
patients operated on and 1 death in 10 patients not 
subjected to this treatment. The 3 postoperative 
deaths were caused by uremia, hemorrhage, and 
septicemia and hemorrhage combined. Nonfatal 
postoperative complications developed in 2  pa- 


tients, myocardial infarction in 1, and uremia in 1. 
Striking improvement from the initial graft opera- 
tion was observed in 14 of the 20 patients; an 
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additional 2 patients were relieved of intermittent 


claudication after the second graft. Late failure 


occurred in 2 of these 16 patients 12 and 18 months 
postoperatively respectively. Rest pain was relieved 
in 3 of 4 patients. In 2 patients, pregangrenous 
lesions healed postoperatively, and 3 of 9 impotent 
men had a return of sexual power. A correct diag- 
nosis of this condition can usually be made on the 
clinical features. Confirmation may be obtained by 
translumbar aortography, but this is not indicated 
unless surgical measures are to be undertaken. 
Aortic graft surgery is suggested for patients whose 
segmental aortic obstruction is causing (1) actual 
or incipient gangrene, (2) rest pain, and (3) inter- 
mittent claudication that materially interferes with 
the capacity for work or with the patient's morale. 


Effect of Bilateral Adrenalectomy in a Patient 
with Massive Ascites and Postnectoric Cirrhosis. 
]. Giuseffi, E. E. Werk, P. U. Larson and others. 
New England J. Med. 257:796-803 (Oct. 24) 1957 
| Boston]. 


Many surgical procedures have been devised to 
eliminate ascitic fluid, but none have proved cura- 
tive, probably because not one but many factors 
play a part in the formation of ascites. Some ob- 
servers believe that the ascitic fluid may arise from 
obstruction to the lymphatic outflow of the liver. 
The high protein content of ascitic fluid strongly 
simulates that of the lymph obtained from the liver 
in dogs. There is evidence indicating that the con- 
gested liver has the unique ability to alter salt 
and water movement. Some observers demonstrated 
a high titer of “corticoid” substance in the urine of 
patients with chronic liver disease and stated that 
the decreased concentration of sodium in the sweat 
and saliva of these patients pointed to a general 
mechanism of sodium retention. Dietary sodium 
restriction to the low levels of 200 mg. a day over a 
period of months could be successful in altering the 
ascitic diathesis and in effecting improvement. Sig- 
nificant sodium-retaining activity was observed in 
the urines of patients with edema, who suffer from 
lipemic nephrosis, cardiac failure, and hepatic 
cirrhosis. The urinary substance was assumed to be 
aldosterone, and it was found that the serum of 
cirrhotic patients with cirrhosis contained 25 times 
as much aldosterone activity as that of the normal 
patient. It was suggested that if the source of 
aldosterone could be eliminated and steroid of less 
sodium-retaining activity could be substituted the 
course of the disease might be favorably influenced. 
Bilateral adrenalectomy was thus suggested. 

The authors present their observations on the 
effects of bilateral adrenalectomy on the massive 
ascites and the sodium and water retention in a 
28-year-old man with postnecrotic cirrhosis. The 
patient ultimately showed a striking result from the 
operation, but several factors preclude overenthu- 
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siasm and warrant controlled observation of similar 
cases in the future. The patient had “maximum” 
ascites, a term employed to describe patients with 
severe cirrhosis who reaccumulate ascites rapidly 
and require a paracentesis as often as every 1-3 
weeks and whose urinary sodium output is usually 
less than 4 mEq. per day. The hvperaldosteronism 
in this patient was demonstrated by the abnormally 
high urinary aldosterone level before surgery. The 
initial concern was how the patient would tolerate 
the operative procedure. The fact that he did well 
was related in part to the absence of such signs of 
liver insufficiency as jaundice, impending coma, 
and significant bleeding preoperatively. Though he 
was maintained on high doses of cortisone there 
was no evidence that the sudden cessation of the 
hype » was detrimental. A striking in- 
crease in urinary ‘sodium was evident postopera- 
tively while the patient was on maintenance 
cortisone therapy. A significant defect in sodium 
and water excretion, presumably independent of 
aldosterone, persisted postoperatively. The intensity 
of this defect was lessened after an acute infection. 
A progressive loss of ascites occurred while the 
patient was ingesting approximately 100 mEq. of 
sodium per day and appeared to be the result of 
both the hypoaldosteronism and the diminished 
fluid-retaining abnormality. 


Needle of the Parietal Pleura in Tubercu- 
losis. W. Weiss. Am. J. M. Sc. 234:431-434 (Oct.) 
1957 [Philadelphia]. 


Biopsy of the parietal pleura by puncture with 
the Vim-Silverman needle was performed in 22 
patients with pleural effusion treated as tubercu- 
lous. In 12 of these patients, the diagnosis of tuber- 
culosis was confirmed by biopsy in which typical 
caseating tubercles were found. The biopsies of the 
remaining 10 patients showed nonspecific inflam- 
matory reactions with fibrosis. An open pleural 
biopsy was done in 1 of the 10 patients, and it 
showed caseating tubercles. Three of the 10 pa- 
tients also had pulmonary tuberculosis, and the 
diagnosis was established by positive sputum cul- 
tures. Culture of the needle-puncture biopsy ma- 
terial was done in only 2 of the 22 patients, and 
in 1 it was positive for tubercle bacilli. Therefore, 
it is possible to use small bits of tissue for culture 
purposes, and it would probably be wise to incor- 
porate this as a routine part of the procedure. 
Culture of the pleural fluid was positive for tubercle 
bacilli in only 4 of the 22 patients. No untoward 
reactions were noted. No preoperative medication 
was used in these patients since the needle-punc- 
ture biopsy is of no greater consequence than 
thoracentesis. Needle-puncture biopsy was the most 
rewarding diagnostic tool in the 22 patients. Used 
in conjunction with other diagnostic methods, it 
established tuberculous causation in 16 of the 22 
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patients. Needle-puncture biopsy has the advan- 
tages of simplicity, convenience, innocuousness, 
and repeatability. 


Benign Localized Pleural Mesothelioma: Report of 
Two Cases. J. P. Heaney, R. C. Overton and M. E. 
DeBakey. J. Thoracic Surg. 34:553-560 (Oct.) 1957 
[St. Louis]. 


The authors report the cases of 2 55-year-old 
men, 1 white and 1 Negro, with localized benign 
pleural mesothelioma who were operated on. Both 
complained of migratory joint symptoms at the 
time of their admission to the hospital. The pul- 
monary lesions were detected only on routine chest 
roentgenograms. A well-circumscribed pulmonary 
shadow was seen in the peripheral portion of the 
left mid-lung field in the Negro, and a slightly 
lobulated mass in the left posterior base in the 
white man. Extirpation of a smooth tumor, 5 by 4 
cm., attached by a pedicle to the axillary portion 
of the apical posterior segment of the left upper 
lobe, was accomplished by wedge resection in the 
Negro patient. The specimen consisted of an ovoid 
encapsulated mass. It was firm and white with red 
streaking. Microscopic study revealed dense fibrous 
connective tissue in a whorled arrangement. Many 
of the fibers were wide and hyalinized. There was 
mild infiltration of lymphocytes and plasma cells. 
The capsule was intact and well developed. Four 
vears after the operation the patient was in good 
health and asymptomatic, and a chest roentgeno- 
gram revealed both lung fields to be clear. A diag- 
nostic thoracotomy carried out in the white man 
revealed a pseudopedunculated tumor arising from 
the posterior aspect of the apical segment of the 
left lower lobe. The 15 by 9 by 7 cm. tumor was 
violaceous, firm, slightly nodular, and attached to 
the peripheral portion of the pulmonary parenchy- 
ma by a thin, 4-inch stalk composed of attenuated 
lung. There was no attachment to the parietal 
pleura. Extirpation was accomplished by wedge 
resection of that portion of the lung parenchyma 
containing the pedunculated attachment of the 
tumor. The external surface of the specimen was 
nodular, light brown, and studded with slightly 
raised, gray-white areas somewhat firmer in con- 
sistency than the surrounding tumor. A definite and 
intact capsule was evident, and surrounding this 
was a thin layer of compressed pulmonary pa- 
renchyma. Microscopic examination revealed neo- 
plastic tissue arranged in a distinctive connective 
tissue pattern. The patient was last seen 5 months 
after the operation and was completely asympto- 
matic. A chest roentgenogram revealed no abnor- 
mality. 

All primary serosal tumors are exceedingly rare, 
and the localized benign pleural form is even more 
unusual. Rapid disappearance of the extrathoracic, 
arthritic symptoms was most striking in both pa- 


. 
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tients. The mechanism by which these symptoms 
were produced was not apparent. The limited pul- 
monary attachment and the relatively small amount 
of pulmonary displacement produced would seem 
to make chronic hypoxia unlikely as a causative 
factor. The characteristic gross and microscopic 
appearance of a localized benign tumor composed 
of fibrous tissue cells was shown in each case. 


Aneurysm of the . S. J. Carnazzo, 
S. T. Mangimelli and C. H. Organ. Nebraska M. J. 
42:487-490 (Oct.) 1957 [Lincoln]. 


The authors report on 6 patients in whom the 
diagnosis of aneurysm of the splenic artery was 
made prior to operation or autopsy. All were 
women, and the ages ranged between 44 and 68 
vears. The diagnosis is facilitated if the possibility 
of an aneurysm is kept in mind. Splenic artery 
aneurysm should be thought of in the presence of 
the following findings: a history of pain in left 
upper abdomen, splenomegaly, presence of a pal- 
pable and pulsating mass in the left upper abdomen 
and of a bruit over this pulsating mass, x-ray evi- 
dence of a ring-like opacity in the left upper ab- 
domen, and the demonstration of a round opaque 
shadow in the area of distribution of the splenic 
artery during translumbar aortography. Once the 
diagnosis of aneurysm of the splenic artery has been 
made, surgical removal of the spleen and the 
aneurysm is the treatment of choice because, once 
rupture of the aneurysm occurs, the outcome is 
usually fatal. 

Treatment of Pleural Cavity in Radical Lung Op- 
erations. V. L.. Struchkov and D. F. ichenko. 
Khirurgiya 33:26-30 (No. 7) 1957 (In Russian) 


[Moscow]. 


The authors report on the treatment of pleural 
cavity in 273 patients who were subjected to op- 
erations on the lung. Pulmonectomy was performed 
in 94 patients and bilobectomy, lobectomy, and 
segmental resection in 144. Thirty-five patients 
were subjected to ligation of pulmonary artery and 
thoracotomy. The authors studied various methods 
of treatment of the pleural cavity, such as pro- 
longed drainage, temporary drainage for 48 hours, 
and complete closure of pleural cavity followed by 
a puncture drainage. The closure of the pleural 
cavity with puncture drainage was practiced after 
lobectomies and pulmonectomies when certain con- 
ditions existed. The important indication for drain- 
age was the presence of signs of displacement of 
mediastinal organs by accumulating exudate. Anti- 
biotics were introduced into the pleural cavity in 
all cases. The authors infiltrated the parietal pleura 
before the closure of the thoracic wall with anti- 
biotics dissolved in novocain solution. The authors 
recommend treatment of pleural cavity by the 
closed method without drainage, relying on the 
puncture method of relieving the exudate under 
certain conditions. 
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NEUROLOGY & PSYCHIATRY 


Treatment of Tuberculous Meningitis with a Com- 
bination of Isonicotinic Acid Hydrazides, Strepto- 
mycin and Para- lic Acid. E. Appelbaum 
and C. Abler. Ann. Int. Med. 47:782-795 (Oct.) 1957 
[Lancaster, Pa.]. 


Forty-one patients with tuberculous meningitis 
were treated with a combination of isonicotinic acid 
hydrazides and streptomycin and, in many in- 
stances, with aminosalicylic acid as well. The diag- 
nosis was confirmed bacteriologically in 36 patients 
by finding acid-fast bacilli in the spinal fluid on 
smear, by recovering Mycobacterium tuberculosis 
from the spinal fluid culture, or by both procedures. 
In 1 patient in relapse, the organisms had been 
isolated during the original attack; in another. 
tubercle bacilli were found by gastric lavage. In 2 
patients the diagnosis was confirmed by the pres- 
ence of miliary tuberculosis and in 1 by autopsy. 
Roentgenologic evidence of pulmonary tuberculosis 
was found in 27 patients. In most instances the dose 
of hydrazides was 10 mg. per kilogram of body 
weight, of streptomycin 1 Gm., and of amino- 
salicylic acid 6-12 Gm. per day. Of the 41 patients, 
29 recovered and 12 died. The survivors have been 
observed for periods ranging from 4 months to 4% 
years, and at present most of them are in good 
general physical condition and have normal men- 
tality. There were relatively few toxic reactions, 
particularly as a result of the hydrazide therapy. 
Serious neurological residuals were encountered in 
only 4 patients. Relapse occurred in 2 patients, who 
responded satisfactorily to retreatment with com- 
bined medication. Several important problems, 
particularly those pertaining to the choice of regi- 
men, duration of treatment, and prevention of 
sequelae, require further investigation. 


ary Investigations. J. Delay, S. Brion 
and R. Escourolle. Presse méd. 65:1515-1518 (Sept. 
25) 1957 (In French) [Paris]. 


Pneumoencephalographic and electroencephalo- 
graphic studies and psyc tric examinations 
were made in 153 patients with Pick’s disease and 
in 25 patients with presenile sclerosis (Alzheimer's 
disease). The diagnosis was confirmed anatomical- 
ly in 7 of the 13 patients and in 12 of the 25 pa- 
tients. The anatomic aspect of the lesions in Pick's 
disease was that of a circumscribed, frontotemporal 
cerebral atrophy always sparing the occipital and 
posterior temporal areas. Histologically, disappear- 
ance of cells and pronounced gliosis always were 
associated with the presence of ballooned cells 
particularly distinct in the slightly atrophied zones 
and in Ammon’s horn. The clinical picture of the 
patients with Pick’s disease was one of monotonous 
and progressive dementia, without features of 


V 1é 
1958 
Anatomicoclinical Comparison Between Pick’s Dis- 
ease and Alzheimer’s Disease: Diagnostic Value of 


Vol. 166, No. 5 


agnosia or apraxia but associated with aphasia of 
amnesic type, stereotypy, and reduced faculty of 
speech. The signs associated with Pick’s disease, 
such as euphoria with puerilism or, on the con- 
trary, complete apraxia, were the more special 
manifestations of frontal invalvement. The pneu- 
moencep showed a localized ventricular 
dilatation involving the frontal and temporal horns 
and sparing the remaining parts of the ventricular 
system, which were normal. The e 

graphic changes always were discrete. Psycho- 
metric examination revealed a response to Porteus’ 
test similar to that observed in patients after lobot- 
omy. 

On the other hand, the findings in the patients 
with presenile sclerosis were as follows. The ana- 
tomic aspect was that of a diffuse atrophy with 
senile plaques, neurofibrillar degeneration in all 
portions of the cortex, and moderate gliosis. The 
clinical picture was one of a more profound de- 
mentia with massive disturbances of memory and 
orientation with respect to space. A syndrome con- 
sisting of aphasia, agnosia, and apraxia was con- 
stantly present. Pneume ms revealed 
ventricular dilatation which often was marked and 
involved the entire ventricular system, and _par- 
ticularly frequently the posterior portion. Electro- 
cardiographic tracings always were much more 
disorganized and the diffuse character of the 
changes gave evidence of the extent of the degen- 
erative process involving the cortex. The psycho- 
metric examination seemed to be of diagnostic 
value in a few patients in the initial stage of the 
disease, in whom isolated signs of geometric 
apraxia were observed. 


Efficacy of Vitamin E in Amyotrophia of Leprosy. 
H. C. de Souza Araujo. Arg. mineir. leprol. 17:110- 


113 (April) 1957 (In Portuguese) [Belo Horizonte, 
Brazil]. 


Ten patients with amyotrophy of hands due to 
leprosy were given vitamin E treatment, as ad- 
vised by Sigall. The drug is given in doses of 30 
mg. in each injection for 18 consecutive weeks at 
weekly intervals, and the injection is made deep 
into the atrophied muscles. In the patients of this 
group, the doses of vitamin E varied between 30 
and 300 mg. for each injection. The injections were 
made deep into the atrophied muscles into the 
thenar and hypothenar eminences and, in some 
cases, into the distal borders of the hands. The in- 
jections were given at intervals which varied be- 
tween 1 and 3 weeks. The total dosage varied 
between 300 and 5,400 mg. One patient was given 
injections into his legs; the drug was injected deep 
into the atrophied muscles under the extensive 
scars of healed ulcers. Satisfactory results were ob- 
tained in all patients. The volume of the muscles 
increased progressively. Muscle tone and muscular 
movements of hands improved. Satisfactory results 


were also obtained in the patient who was given 
injections to his legs. In all cases, partial or total 
tunctional recovery was obtained. The results are 
permanent, as shown by follow-up after discon- 
tinuation of the treatment. The author concludes 
that injections of vitamin E, as advised by Sigall, 
produce great improvement in muscular amyo- 
trophy and prevent aggravation of the po — 
He advises this treatment in after acute 
poliomyelitis. 


GYNECOLOGY & OBSTETRICS 


Intra-Arterial Transfusion in Obstetrics and Gyne- 
cology. C. G. Collins, F. B. Jones, W. H. Weese 
and others. Am. J. Obst. & Gynec. 74:465-472 
(Sept.) 1957 [St. Louis]. 


Three important changes that effect the flow of 
blood in the vascular system in shock are stressed 
by Veal: (1) reduction in circulating blood volume, 
(2) fall in blood pressure, and (3) diminution in 
volume and rate of perfusion to the capillary bed. 
When the degree of hematogenic hypotension 
reaches a critical level (systolic blood pressure of 
530 to 60 mm. Hg), large quantities of blood given 
intravenously will fail to restore normal circulatory 
dynamics because of the collapse of the capillary 
bed and the fact that the administered blood must 
first negotiate the lesser circulation. Massive intra- 
venous transfusions at this stage have caused heart 
failure of the right side. The arterial pressure must 
be elevated rapidly in order to obtain forceful 
cardiac contractions and to reestablish perfusion 
of blood through the peripheral system, a result 
best obtained by intra-arterial transfusion in which 
blood fills the entire arterial system before an ap- 
preciable amount enters a vein. The following facts 
concerning cardiac and circulatory physiology are 
pertinent: (1) The flow of blood through the vas- 
cular system begins with the pumping action of the 
heart. (2) For adequate output and to maintain the 
circulation, the heart must receive sufficient blood 
to fill its chambers. (3) The cardiac valves must be 
competent and the heart must build up pressure 
before ejecting blood into the aorta. (4) Blood vol- 
ume must be large enough to give resistance dur- 
ing the build-up period. (5) There must be sufficient 
volume of blood in the arterial system to transmit 
the force and momentum if adequate perfusion is to 
be maintained. In grave states of shock, comparable 
amounts of blood given intravenously failed to over- 
come shock but were successful when given intra- 
arterially. Intra-arterial transfusions present the 
following advantages: (1) rapid transfusion to pa- 
tients with collapsed peripheral vessels, (2) rapid 
perfusion of blood through the coronary, cerebral, 
and renal vascular systems, (3) rapid sustained in- 

crease in blood pressure, (4) usefulness for patients 
in i dod who have failed to respond to intravenous 
transfusions of blood, (5) better results with rela- 
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tively smaller quantities administered intra-arteri- 
ally than with larger amounts administered intra- 
venously, (6) less danger of overloading the right 
side of the heart and pulmonary circulation, and 
(7) no necessity for the blood to pass through the 
lesser circulation. 

Nine patients given an average of 472 cc. of 
blood intra-arterially over an average time interval 
of only 4.1 minutes showed an increase in average 
blood pressure from 4/0 to 112/76 mm. Hg with a 
corresponding average pulse rate reduction from 
150 to 101 per minute. In all cases there was a 
failure of clinical response when intravenous trans- 
fusion of blood under maximum amounts of pres- 
sure was used. The reversal of circulatory collapse 
within minutes following initiation of intra-arterial 
transfusion, with a return to normal range of both 
blood pressure and pulse and a corresponding im- 
provement in general clinical condition with no 
instance of circulatory overload, substantiates the 
argument for the efficacy of this procedure. Intra- 
arterial transfusion is used primarily to restore 
circulatory equilibrium, intravenous transfusion be- 
ing continued until the blood lost has been re- 
1 2ced. 


Metastatic Breast Carcinoma in the Ovary. F. B. 
Kasilag Jr. and F. N. Rutledge. Am. J. Obst. & 
Gynec. 74:989-992 (Nov.) 1957 [St. Louis]. 


The authors recently performed 

on patients with recurrent carcinoma of the breast. 
They were interested chiefly in the incidence of 
ovarian metastases in this stage of breast carcinoma. 
Of 91 women who were subjected to oophorectomy, 
23 (25%) had metastatic disease of the ovaries. In 
16, the metastases were bilateral; however, in 3 of 
the 23 women oophorectomy was unilateral, be- 
cause the other ovary had been removed at an 
earlier operation. The metastases were unilateral 
in only 4 of the patients in whom both ovaries 
were studied. Another point of clinical interest was 
whether the metastases produced autocastration. 
Thirteen of the 23 patients were still menstruating; 
the remaining 10 had a spontaneous menopause at 
the expected age, and 1 had an x-ray induced 
menopause. No symptomatic evidence of ovarian 
dysfunction was elicited in the patients under 
menopausal age. Apparently, then, the metastatic 
disease within the ovary produced no discernible 
alteration in this physiology, and autocastration 
rarely occurs. A review of the microscopic pa- 
thology indicated multiple mechanisms of metas- 
tases. The breast carcinoma may gain entrance to 
the ovary both from the surface and through the 
hilar vessels. Bilateral involvement was common, 
and the ovarian masses resulting from the metas- 
tatic involvement were occasionally large enough 
to be palpable vaginally. In these cases it was im- 
possible to eliminate primary ovarian disease. 
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Diagnostic and Therapeutic Possibilities in Patients 
with Vulvovaginitis due to Candida. A. Russo. 
Minerva ginec. 9:546-554 (July 15) 1957 (In Italian) 
[Turin, Italy]. 


Nystatin was given to 41 patients with vaginitis 
due to Candida. The mycosis was treated by the 
local application of tablets, each containing 100,000 
units of nystatin and 0.95 Gm. of lactose, twice 
daily for 7 days. No other treatment was used. 
Vulvovaginal pruritus subsided in most of the pa- 
tients within 3 to 4 days after nystatin therapy had 
been instituted and in the remaining patients by 
the end of the first course of treatment. The vaginal 
discharge soon became less sticky, and leukorrhea 
subsided within a week. Colpitis subsided within 7 
to 10 days after clinical and bacteriological cure. 
The inflammation of the mucous membranes of 
the vulva and vagina subsided after the first course 
of treatment. Cultures of the vaginal discharge be- 
came negative after 1 course of treatment in 27 
patients. A second course of treatment was re- 
quired in the remaining 14 patients; cultures then 
became negative in 8 patients, and the remaining 
6 received a third course, when cultures of the 
vaginal discharge became negative in 3 of them. 
The last 3 patients, being refractory to local therapy 
with nystatin, were cured with combined local ap- 
plication and oral administration of nystatin. Preg- 
nant patients were refractory to nystatin therapy, 
and cultures of Candida became negative in only 
1 patient after 1 course of treatment. No side-effects 
to this treatment were observed. Of 19 patients who 
were followed up a month after withdrawal of 
nystatin therapy, only 2 complained of a mild 
vaginal pruritus. Combined local application and 
oral administration of nystatin, as well as examina- 
tion of respective husbands for possible Candida 
infection, is recommended to anticipate reinfection 
of Candida. 


A Critical Assessment of the Value of X-Ray Ther- 
apy in Primary Ovarian Carcinoma. |. P. A. Latour 
and B. A. Davis. Am. ]. Obst. & Gynec. 74:968-976 
(Nov.) 1957 [St. Louis}. 


The authors review observations on 202 patients 
with primary ovarian carcinoma, seen between 
1930 and 1950 at the Royal Victoria Hospital in 
Montreal. Postoperative x-ray therapy was given 
to 56 of the 202 patients. Twenty-three patients 
were treated before 1938 and 35 after 1958. Refine- 
ments in techniques of roentgen therapy provided 
the patients with potentially superior treatment 
after 1938. The variations in x-ray study during the 
period under observation was due to the fact that 
this was a period of evolution both in the quality 
of therapy units and in the methods of their appli- 
cation. At present, deep x-ray therapy is directed 
at the abdominal cavity up to the level of the third 
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lumbar vertebra, as well as at the pelvic cavity. 
Opposed anterior and posterior 10 by 25 cm. fields 
are used with a narrow gap in the midline. Treat- 
ment is given daily for 5 days per week for a total 
of 50 to 60 treatment days. Factors are 220 kv., 
half-value layer 1.0 mm. cu., and focal skin distance 
530 cm. With this technique an estimated depth or 
tumor dose of 3,000 r is given, the skin dose of 
each port being in the region of 4,500 to 5,000 r. 
Variations of this technique are occasionally used 
according to the clinical dictates of the case. Com- 
paring the results obtained in patients treated only 
by surgery with those in patients given irradiation 
in addition, the authors found that the early life- 
prolonging effect of x-ray is not significant and that 
the ultimate 5-year survival rate is relatively poorer 
with irradiation. 

The authors also reviewed some of the more 
prominent articles written on the subject of post- 
operative irradiation for carcinoma of the ovary. 
Evaluating these literature reports they found that 
(1) in many of the reports no attempt was made to 
select the cases properly, (2) many series included 
only a few or no patients treated by surgery only, 
and (3) impressions were frequently given as much 
credence as were facts. The authors conclude that 
the value of x-ray therapy as a therapeutic aid in 
primary carcinoma of the ovary should be critical- 
ly questioned. This form of treatment is not with- 
out its dangers, and it is distressing to the patients. 
To retain it one should be able to demonstrate its 
utility on a sound statistical basis. An assessment 
of the literature fails to allow such a conclusion, 
and the results obtained by the authors almost 
emphatically deny its positive value. X-ray therapy 
has failed to prove its value in this disease, and its 
use should be at least greatly limited. Spectacular 
cure can be found also among patients treated 
with surgery alone. Perhaps the gynecologist has 
permitted himself to be influenced too much by 
the claims of the radiotherapist. 


Thromboembolic Complications of Pregnancy. 
R. T. Parker, W. G. Anlyan, D. A. Mairs and others. 
South. M. J. 50:1228-1238 (Oct.) 1957 [Birmingham, 
Ala.]. 


During the 62-year period terminating in June, 
1956, when 9,155 deliveries, 1,156 curettements for 
incomplete abortions, and 150 ectopic pregnancies 
were carried out, gestational or puerperal thrombo- 
embolic disease was observed in 42 patients. Eight 
of these 42 patients were admitted postpartum 
after delivery elsewhere. This gives a corrected 
occurrence of approximately 1 thromboembolic 
complication in every 270 deliveries in Duke Hos- 
pital. Since many women were discharged within 
3 days after delivery, the above figure does not 
necessarily give the true incidence of thrombo- 
embolic complications. Sixteen of the 42 patients 
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had self-limiting superficial thrombophlebitis of the 
saphenous system only. Anticoagulation was not 
institute’. These 16 patients were observed care- 
fully and treated with elastic bandages, elevation 
of the legs, compresses, and antibiotic therapy. The 
remaining 26 patients had thrombophlebitis of the 
deep veins of the legs, thrombophlebitis of the 
pelvic veins, or pulmonary embolus at the time of 
the initial consultation. Thromboembolism did not 
occur in the few patients in whom hypofibrino- 
genemia was diagnosed. 

The histories of 5 patients with antepartum 
thromboembolic disease were reviewed in detail 
and added to the 136 reported in the literature. 
Twenty-one patients with serious puerperal throm- 
boembolic disease were discussed as to diagnosis 
and treatment. Of 8 patients with pulmonary em- 
bolism, 2 died. Thrombophlebitis was not diagnosed 
prior to embolization in any of these 8 patients. 
None of the 26 patients reported developed pul- 
monary embolism after anticoagulant therapy was 
begun. Anticoagulant therapy is the treatment of 
choice. It reduces the coagulability of the blood 
and prevents further propagation of the thrombus 
at its site of origin. Anticoagulation also reduces 
intimal damage, thereby preventing the chain re- 
action of adherence of platelets to injured endo- 
thelium, thrombus formation, organization, recanal- 
ization with subsequent incompetent valves, and 
significant diminution of the vein lumen. In any 
patient with embolism, heparin should be used 
immediately by a combined dosage of 50 mg. of 
aqueous heparin subcutaneously. Therapy with 
heparin is then maintained by administration of 
35 to 50 mg. of aqueous heparin subcutaneously 
every 4 hours for 7 to 8 days. The desired clotting 
time is 25 minutes. Dicumarol is added on the 5th 
to the Sth day. After adequate prothrombin levels 
are established with the coumarin drugs, heparin 
therapy is discontinued. Dicumarol therapy is main- 
tained for 4 to 6 weeks, generally on an outpatient 
basis. The desired prothrombin level is 10-30% 


of normal. 


PEDIATRICS 


Changing Patterns in Childhood Tuberculosis. 
R. M. Schneider and E. E. Drummond. Am. Rev. 
Tuberc. 76:579-587 (Oct.) 1957 [New York]. 


Of 675 cases of tuberculosis occurring in persons 
less than 15 years of age reported to the Los Angeles 
City Health Department between 1951 and 1955, 
84 were reported in 1951, 116 in 1952, 118 in 1953, 
156 in 1954 and 201 in 1955. These data suggest a 
rising incidence of tuberculosis in children in Cali- 
fornia. The rise has been predominantly in the 
infant age group, up to 4 years of age. This is an 
apparent increase, due to an increase in reporting. 
The form of tuberculosis most frequently reported 
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is the primary infection. Primary tuberculosis is 
being sought in children who are ill or are in con- 
tact with adults known to have tuberculosis, and 
survey tuberculin testing is bringing more such 
cases to light. The type of patient being brought to 
the attention of the health department has altered 
considerably. In 1951, it was an ill child with fairly 
extensive roentgenographically demonstrated in- 
volvement, found because of symptoms. In 1955, 
often an asymptomatic child with some involve- 
ment was found as a result of a search. When the 
diagnosis of tuberculosis is made, the tendency is 
to treat the child with antimicrobial drugs, although 
the child may be asymptomatic and have only 
lymphadenopathy. as revealed by his chest roent- 
genogram, and a gastric lavage negative for tu- 
bercle bacilli. Despite the rise in incidence of 
primary infection, there has been a fall in incidence 
of meningitis, miliary dissemination, and reinfec- 
tion tuberculosis. Other complications during the 
course of the child’s illness have also decreased, 
and the mortality rate has fallen sharply. 


Tuberculosis of the Superficial Lymph Nodes in 
Children: A Review with a Report of Experience 

Enzymatic Debridement. A. A. Anastasiades, 
E. C. Tsikoudas, E. M. Lincoln and J. F. Daly. Am. 
Rev. Tuberc. 76:588-600 (Oct.) 1957 [New York]. 


Since 1950, 32 children between the ages of § 
months and 11 years, 29 with tuberculous fluctuant 
lymph nodes and sinus tracts and 3 with suppura- 
tive adenitis of nontuberculous origin, were treated 
by enzymatic debridement at the Chest Clinic of 
the Children’s Medical Service of Bellevue Hos- 
pital in New York City. The diagnosis of tuber- 
culous lymphadenitis was based on cultures, bi- 
opsies, and clinical symptoms. Treatment consisted 
of wide incision of the lymph node, irrigation with 
30 to SO cc. of a solution containing 400 units of 
streptokinase and 500 units of streptodornase per 
cubic centimeter, and packing of the cavity with a 
more concentrated solution of enzymes, containing 
2,000 units of streptokinase and 2,500 units of strep- 
todornase per cubic centimeter. Irrigation and pack- 
ing were done twice daily for the first 2 to 3 days 
and then once daily. Usually, after daily treatment 
for 1 to 2 weeks, healthy granulation tissue could 
be seen growing at the base of the node. The cavity 
gradually became smaller and almost dry and 
clean. Twenty of the 30 uncomplicated lymph nodes 
and 5 of the 9 nodes with sinus tracts healed com- 
pletely within 1 month, leaving a minimal scar. The 
follow-up period for all patients ranged from 2 to 
6 years. There were no recurrences. 

During the period in which streptokinase-strep- 
todornase was used for the treatment of superficial 
lymph nodes, excision of lymph nodes was per- 
formed in 7 patients, 3 of whom showed a poor 
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response to the enzyme therapy and 4 of whom 
were not suitable for such treatment because of 
nonfluctuant, discrete, large, and isolated lymph 
nodes. The application of the method of treatment 
of tuberculous adenitis with enzymes is limited to 
lymph nodes which are completely liquefied, fluc- 
tuant, and with the overlying skin reddened and 
ready to break down. The great advantages of the 
enzyme treatment can be realized if one takes into 
consideration that before this specific therapy was 
introduced sinus tracts drained for months and 
even years, maintained a source of contagion and 
exerted a depressive effect on the patient's life. 
Enzyme therapy usually reduces the period of 
drainage to a few weeks. Healing does not leave 
ugly deformities but only a thin scar which ulti- 
mately is barely visible. 


Acute Rheumatic Fever in Children: A 

son of Six Forms of Treatment in 200 Cases. R. S. 
Iingworth, Lorber, K. S. Holt and others. Lancet 
2:653-659 (Oct. 5) 1957 [London]. 


Six different types of treatment were used in 200 
children with acute rheumatic fever. Sixteen chil- 
dren were treated with salicylates in low dosage. 
i. e., 0.3 Gm. 4 times daily up to 50 Tb. (22.7 kg.) of 
body weight and 0.6 Gm. 4 times daily if the 
child's weight was 50 Ib. or more. Sixty-one chil- 
dren were given salicylates in high doses by mouth, 
the dose was 0.1 Gm. per pound per day at first and 
was then repeatedly adjusted to maintain the serum- 
salicylate level at 30 to 40 mg. per 100 cc. Twenty- 
seven children received cortisone alone in doses of 
300 mg. the first day, 200 mg. for 4 days, 100 mg. 
for 16 days, 75 mg. for the 4th and 5th weeks, and 
50 mg. for the 6th week. Prednisolone was used in 
some children in one-fifth of the above doses. 
Twenty-two children were given cortisone or 
prednisolone (in the same doses as the 27 children) 
and salicylates in low doses. Thirty-two children 
received cortisone or prednisolone in the same 
doses as the 2 previous groups and salicylates in 
high doses. Forty-two children did not receive spe- 
cific treatment. 

Cortisone combined with salicvlates in high doses 
caused a more rapid fall of the erythrocyte sedi- 
mentation rate than any of the other treatments 
given. Cortisone treatment alone or combined with 
salicylates in high or low doses was more effective 
than salicylate treatment alone, and salicylate treat- 
ment alone was more effective than no specific 
treatment. There was no significant difference in 
results between salicylates given in low doses and 
salicylates given in high doses. Largely as a result 
of the more rapid fall of the erythrocyte sedimenta- 
tion rate, the duration of treatment and of stay in 
the hospital was significantly less in the 3 groups 
treated with cortisone than in those treated with 
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salicylates. The duration of arthritis was less in 
those treated with cortisone and less in those 
treated with salicylates than in those who did not 
receive specific treatment. New rheumatic mani- 
festations, such as nodules, heart failure, pericar- 
ditis, chorea, or arthritis, did not develop during 
treatment in the children treated with cortisone, 
and the difference in this respect from the patients 
treated with salicylates was statistically significant. 
Children treated with cortisone were in a better 
state than all the other children with respect to 
carditis. The temperature was more quickly re- 
stored to normal in the children treated with cor- 
tisone than in those treated with salicylates and 
more quickly in children treated with salicylates 
than in those who did not receive specific treat- 
ment. These results suggest that treatment with 
cortisone combined with salicylates in high doses 
is more effective than any of the other treatments 
given, including cortisone alone. Cortisone alone 
is superior to salicylates alone. It is essential to 
treat all children with rheumatic fever in hospital 
as early as possible after the onset of the disease 
to afford them the maximum benefit of intensive 
treatment with the least risks from possible com- 
plications. 


Cortisone Treatment of Rheumatic Fever: Rela- 
tionship of Weight to the Speed of Fall of Ery- 
throcyte Sedimentation Rate. R. S. Illingworth. 
Lancet 2:659-660 (Oct. 5) 1957 [London]. 


Seventy-nine of the 200 children with acute rheu- 
matic fever, reported on in the preceding paper, 
who were treated with cortisone with or without 
salicylates and 75 children who were treated with 
salicylates alone were divided into 3 groups by 
weight: those 10% or more above the average 
weight were included in the “overweight” group, 
those up to 9.9% above or below the average weight 
were included in the “average” weight group, and 
those 10% or more below the average weight were 
included in the “underweight” group. The relation- 
ship of body weight to the speed of fall of ery- 
throcyte sedimentation rate was studied in the 79 
and in the 75 children, and the results were com- 


Differences in speed of fall of the erythrocyte 
sedimentation rate in the 79 patients receiving 
cortisone with or without salicylates were observed. 
The rate of the fall of the erythrocyte sedimentation 
rate in 18 overweight children was significantly 
slower than that in 30 underweight children, and 
the rate of fall in 31 children of average weight 
was between that in the 2 previous groups. By the 
15th day of treatment, the erythrocyte sedimenta- 
tion rate had fallen to normal in 75% of the under- 
weight children, 55% of the children of average 
weight, and 33% of the overweight children. These 


MEDICAL LITERATURE ABSTRACTS S41 


differences were unrelated to any of the variables, 
such as the age of the children, initial level of the 
erythrocyte sedimentation rate, or duration of 
symptoms. The difference could not be related to 
the dosage. There was no corresponding significant 
difference in the rate of fall of the erythrocyte 
sedimentation rate in the 75 children receiving 
salicylates alone; 24% of the 17 overweight chil- 
dren on this treatment had a normal erythrocyte 
sedimentation rate by the 15th day, as compared 
with 9% of the 32 underweight children. These 
findings confirm the suggestion that salicylates act 
in a different way from cortisone and support the 
reason for using both in treatment. 


Systolic Murmurs in Healthy Children and in 
Children with Rheumatic Fever. M. Lessof and 
W. Brigden. Lancet 2:673-674 (Oct. 5) 1957 
[London]. 


The authors reassessed the incidence and char- 
acter of systolic murmurs found in healthy children 
and analyzed those found in children with rheu- 
matic fever. Ninety-six of 100 healthy children be- 
tween the ages of 3 and 14 years had systolic mur- 
murs. These murmurs were always short, usually 
soft, and occasionally of a superficial scratchy na- 
ture, suggesting an exocardial origin. They were 
maximal at the pulmonary area and left edge of 
the sternum in 71 children. The murmur was heard 
over a somewhat wider area of the precordium in 
20 children, and it was maximal at the apex in 
only 5. Five had moderately loud murmurs (grade 
2) and 3 of these had considerable chest deformity. 
A systolic murmur was heard in all of 200 children 
with rheumatic fever. Most of the murmurs were 
loud. These children were subdivided in 2 groups, 
100 who were seen in the first attack of rheumatic 
fever and 200 who had more than 1 attack. Thirty- 
three patients of the first group had only a systolic 
murmur which was short and _ indistinguishable 
from those heard in the healthy children. Thirty- 
one others had systolic murmurs which were also 
within the normal range but were associated with 
diastolic murmurs, indicating rheumatic carditis. 
The remaining 36 of this group had an apical 
pansystolic murmur. Organic murmurs were thus 
present in 67% of the patients seen in a first attack. 
Sixty-four of the 100 children who had more than 
1 attack of rheumatic fever had an apical pan- 
systolic murmur, and an additional 27 had diastolic 
murmurs as evidence of carditis. 

Soft midsystolic murmurs in rheumatic fever are 
almost certainly innocent, but there is no certain 
method other than long-term observation of prov- 
ing that this is so. The firm diagnosis of rheumatic 
valvulitis must depend on the finding of a pan- 
systolic murmur or a diastolic murmur. The length 


of an organic systolic murmur in rheumatic fever 
was its principal distinguishing feature on the 
phonocardiogram. 


Malformation of Ears as Sign of Malformation of 
Genito-Urinary Tract. D. Hilson. Brit. M. J. 2:785- 
789 (Oct. 5) 1957 [London]. 


A number of patients with deformities of the 
external ear associated with congenital malforma- 
tion of the genitourinary tract have been encoun- 
tered, the presence of the deformed ear drawing 
attention to the possibility of an underlying mal- 
formation of the genitourinary tract. The genito- 
urinary tract came under investigation in 23 cases 


little cartilage—as described by Potter. In 3 of the 
cases the malformation was essentially restricted 
to 1 ear, the kidney being found absent on autopsy 
on the same side. Group A in this study consisted 
of 4 children in whom malformed renal tracts were 
suspected because of malformed ears. In each of 
these cases the father was unexpectedly found to 
have deformed ears and a subsequent investigation 
revealed a history of malformed ears and asso- 
ciated genitourinary malformations in the paternal 
grandparents also. One case reported from this 
group showed a genetic relationship between de- 
formed ears, hypospadias, unilateral absence of a 
kidney, and absence of both kidneys. The father 
of the patient had a left “bat-ear” and hypo- 
spadias, and the paternal grandfather died of 
“cystic kidney disease;” the paternal aunt was 
normal and the pyelography was normal, although 
she had 1 child who died unexpectedly and was 
ound to have had only 1 kidney, 2 other children 
had left “bat-ears” and hypospadias, and 1 
other child with normal penis, pyelogram, and ears. 
In those cases (Group B) in which only 1 “bat-ear” 
was present to arouse suspicion, there was found 
an abnormal renal tract on the same side. In some 
of the cases described, the ears were grossly de- 
formed and in others, there was merely unilateral 
“bat-ear, but all the cases demonstrated asym- 
metry. The patterns of abnormality encountered 
were deficiency of cartilage in large or small flabby 
ears, folding over of the upper ear, small folded 
cockle-shell ears, and ears that are “squared-off" 
across the upper margin of the helix with a bulbous 
thickening of the flat upper edge of the helix. The 
deformities lessened in many of the children with 
age. In the 23 cases encountered, 18 relatives had 
this same syndrome. Although polycystic disease 
has a well-known familial incidence, no related 
malformation of the ears was observed. It now 
appears that renal agenesis, unilateral kidney ab- 
sence, and double ureter formation are interrelated 
and genetically determined, but not sex-linked. 
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UROLOGY 


Present Status of Treatment of Carcinoma of Pros- 
tate. F. Flemming, W. Eggeling and G. W. Heise. 
Miinchen. med. Wehnschr. 99:1423-1425 (Sept. 27) 
1957 (In German) [Munich, Germany]. 


In a general review of the hormone therapy of 
carcinoma of the prostate, the authors comment on 
the administration of hormones, particularly estro- 
gens, and on such surgical interventions as orchi- 
ectomy, adrenalectomy, and hypophysectomy. They 
show that conservative hormone therapy has been 
advanced by the discovery that carcinoma of the 
prostate, and particularly its metastases, contain a 
potent acid phosphatase. Following the intravenous 
administration of diethylstilbestrol-diphosphate. 
the acid phosphatase is split off by the phosphate 
and the diethylstilbestrol is precipitated and can 
exert its mitosis-inhibiting effect on the cancer cell. 
Diethylstilbestrol-diphosphate (Honvan) is avail- 
able in 5 cc. ampules, which contain 156.4 mg. of 
the pure substance. The authors have used this sub- 
stance since 1952 in 26 patients. Follow-up exam- 
inations in December, 1956, revealed that 3 of the 
26 patients derived no benefit from the diethyl- 
stilbestrol-diphosphate treatment and died. In re- 
gard to the effect of prolonged treatment, the 
authors say that, whereas female sex hormones 
prolonged survival for an average of 34 months 
(compared with 10 months after symptomatic 
therapy), diethylstilbestrol-diphosphate treatment 
achieved an average survival of 44 months but no 
permanent cure. Furthermore, it largely avoided 
the gynecomastia with the threat of malignant 
degeneration sometimes observed on treatment with 
the usual estrogens. 


An Abnormality in Renal Function Resulting from 
Urinary Tract Obstruction. N. S. Bricker, E. 1. 
Shwayri, J. B. Reardan and others. Am. J. Med. 
23:554-564 (Oct.) 1957 [New York]. 


The authors report on 1 60-year-old woman and 
3 men between the ages of 55 and 76 years in whom 
acute renal failure occurred secondary to mechan- 
ical obstruction of the urinary tract. The acute 
renal failure was manifested by complete urinary 
suppression and symptoms and signs of renal in- 
sufficiency. Immediately following relief of the 
obstruction by appropriate instrumentation, poly- 
uria occurred, varying in duration from several 
days to 3'2 months. The maximum 24-hour urine 
volumes ranged from 4.5 liters to 15 liters and the 
24-hour sodium excretion from 250 to 1,900 mEq. 
Renal function studies were carried out during the 
diuretic phase in all 4 patients and were repeated 
after subsidence of polyuria in 2 patients. The 
initial studies revealed impairment of glomerular 
filtration rate, renal plasma flow, and concentrating 
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ears—large, low-set ears which have proportionately 
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ability. The most impressive feature of the nephro- 
pathy was the abnormality in salt and water excre- 
tion which was responsible for the polyuria. 

Analysis of this abnormality, based on current 
physiological interpretations regarding the sites and 
mechanisms of renal conservation of salt and wa- 
ter, led to the following conclusions: 1. The diuresis 
was similar to that seen in normal persons during 
experimental osmotic diuresis. 2. The diuresis re- 
sulted primarily from the delivery into the urine 
of an excessively high percentage of the sodium 
and chloride filtered at the glomerulus. 3. The de- 
fect in sodium and chloride excretion could be re- 
lated to suppression of tubular reabsorption. 4. The 
latter was located predominantly in the proximal 
convolution. The inability of the patients to de- 
crease salt and water excretion in response to en- 
forced fluid restriction favors the primacy of the 
tubular defect in the genesis of the polyuria. How- 
ever, potentiation of the diuresis in 1 patient by 
the infusion of an isotonic sodium chloride solution 
suggests that concurrent fluid administration may 
influence the magnitude of the diuresis. Follow-up 
renal function studies revealed improvement in 
glomerular filtration rate, renal plasma flow, and 
concentrating ability and a marked degree of im- 
provement in electrolyte and water excretion, in- 
dicating that the nephropathy secondary to me- 
chanical obstruction of the urinary tract includes 
multiple renal functions. Certain of the functional 
patterns noted in the 4 patients may also be ob- 
served in patients with advanced nephritis and 
with other renal salt and water wasting syndromes. 
The possibility has been considered, therefore, 
that qualitatively similar defects in sodium and 
chloride excretion may be operating in patients 
with these conditions. 


Treatment of Renal Failure with the 

Artificial Kidney: Results in 52 patients. S. Aovama 
and W. J. Kolff. Am. J. Med. 23:565-578 (Oct.) 1957 
[New York]. 


Ninety dialyses were performed with the aid ot 
the disposable coil kidney in 52 patients, 29 of whom 
had acute uremia and 23 of whom had chronic 
uremia. The prefabricated coil kidney is more con- 
venient to set up and easier to use than any other 
type of artificial kidney yet devised, and it is now 
commercially available. Fifteen of the 29 patients 
with acute renal failure recovered. Three more 
might have survived if the present concept of 
earlier dialysis had been fully applied to them. A 
patient with severe trauma, crushing injury, fulmi- 
nant infection, or intoxication should be given the 
benefit of dialysis before chemical changes in the 
blood indicate impending danger. Such a patient 
may have to be subjected to dialysis every 2 or 3 
days. Thirteen of the 23 patients with chronic renal 
failure were improved when they were discharged 
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from the hospital. Twitching convulsions, dis- 
turbances of sensory nerve centers, vomiting, and 
Kussmaul respiration were among the symptoms 
and signs of uremia that improved during or after 
dialysis. Changes in blood pressure in the course 
of the dialysis could not always be avoided. De- 
creases in blood pressure, when they occurred, 
were controlled by transfusion of small amounts of 
blood. Increases in blood pressure, when they oc- 
curred, sometimes required the administration of 
ganglionic blocking agents. The increase in arterial 
pressure during dialysis was beneficial in 5 of 6 
patients with intractable hypotension before dialy- 
sis, and the obtained improvement could be main- 
tained. 

Hemorrhages due to heparin caused no serious 
problems in these patients. Nasal administration of 
oxygen and manipulation of other tubes through 
the nose should be avoided in order to prevent 
epistaxis. Electrolytes were corrected in a manner 
that could be predetermined by the composition 
of the rinsing Huid: the use of standardized rinsing 
fluids proved satisfactory. Urea clearance rates 
were determined during 11 dialyses at flow rates 
of 200 cc. per minute. The average clearance of 
105 ce. per minute was lower than that found ex- 
perimentally (130-140 cc. per minute). Larger blood 
flows, up to 340 ce. per minute, have recently been 
used, with a resulting increase in clearance. After 
dialysis was performed, a decrease of urinary output 
was insignificant in the patients with acute uremia 
but was pronounced in some of the patients with 
chronic uremia. The rate of ultrafiltration with the 
coil kidney approximates 300 cc. per hour of 
dialysis, but it can be increased to 700 cc. Ultra- 
filtration is considered advantageous as most pa- 
tients with uremia have edema. 

The cases of 4 patients are reported as typical: 
1. The general condition of a 40-year-old man in 
acute uremia due to crush syndrome was improved 
after dialysis. 2. Early dialysis facilitated manage- 
ment in a 6l-vear-old woman with anuria after an 
extensive abdominoperineal operation. 3. Life was 
maintained for 63 days with the artificial coil 
kidney in a 57-vear-old woman in whom renal 
excretory function was virtually absent. The course 
of this patient proved that the artificial kidney can 
replace excretory renal function amazingly well. 
4. A 37-vear-old man with severe chronic pyelo- 
nephritis was restored to useful life for 6 months 
after a single dialysis. The patient was treated 3 
more times with the artificial kidney, each time 
with excellent clinical results. Renal function, how- 
ever, did not improve, and he died 13 days after 
the 4th dialysis. The course in this patient demon- 
strated the possibility of worthwhile temporary 
improvement with 1 dialysis, but it also showed 
the ultimate impotence of all measures in chronic 


renal disease. 
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Combined Therapy for Peyronie's Disease. E. H. 
Burford and C. E. Burford. J. Urol. 78:265-268 
(Sept.) 1957 [Baltimore]. 


The results of the management of 186 patients 
with Pevronie’s disease (induration of the corpora 
cavernosa of the penis) is presented. The great 
majority of the patients (S7%) were between 40 
and 69 vears of age. Sixty-one patients (33%) gave 
a history of trauma as the probable cause. The 
lesions were situated on the dorsal aspect of the 
shaft of the penis in 114 patients, on the lateral 
aspect in 13, and ventrally in 9 patients. Six pa- 
tients had multiple areas of fibrosis. In 60 patients 
the fibrosis was near the glans, in 41 near the 
midportion of the shaft, and in 29 at the base of 
the penis. The lesions varied in size, but the aver- 
age was 2 by 3 cm. The lesion appears as a pearl 
gray, glistening, scar-like tissue measuring 3-5 mm. 
in thickness with a rather striated appearance, 
and portions of it are concentrated into nodular 
areas. It resembles keloid formation and frequently 
contains considerable calcium deposition. Cases 
have been reported with cartilage and even bone 
formation. Of the 151 patients in whom the dura- 
tion of symptoms was known, 91% had consulted 
a physician within the first vear. 

Of 134 patients, 4 were treated with ultraviolet 
rays, 96 with radium plaque, | with radium plaque 
and radon, 31 with radium plaque and tocopherol 
therapy, and 2 with tocopherol therapy only. The 
total dosage in milligram-hours of exposure to 
the radium plaque varied from 50 to 400, but the 
latter amount covered more than 1 location. Some 
patients had multiple nodules, and treatment was 
given simultaneously or consecutively, depending 
on the availability of the amount of radium de- 
sired. The average amount was 120 mg.-hours for 
a single treatment. The treatment can be given 
in the office with a radium plaque held in position 
by adhesive strips, the scrotum being isolated by 
a thick lead plate. Average time varies between 
1 and 2 hours. The radium plaque itself consists 
of the desirable number of 12": mg. radium ele- 
ment needles placed parallel and screened by 1 
mm. of lead, the entire construction held together 
by 1 mm. of gum rubber. The number of needles 
per plaque and the number of radium plaques 
used depend on the size, location, and configura- 
tion of Peyronie's nodule. Some degree of local 
skin irritation and even a burn (resembling sun- 
burn) must be expected with the use of radium. 
Treatment with mixed tocopherols consisted in 
oral administration of 1 50 mg. capsule of toco- 
pherex daily for 30 to 60 days. Complications con- 
sisted of an indolent weeping ulcer at site of 
application of radium in 3 cases. All were surgically 
excised, 2 with successful outcome, 1 with failure 
requiring skin grafting. All patients should be 
followed for a period of at least 2 years before 
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their final status is determined. Cure or improve- 
ment was obtained in 75% of the 134 patients 
treated. With the radium plaque alone it was 77%, 
and with the combination of radium and _toco- 
pherex it was 54%. 


Thoracic Kidney: Case Reports. |. W. Barloon and 
W. E. Goodwin. J. Urol. 78:356-358 (Oct.) 1957 
Baltimore]. 


Since the thoracic kidney may be mistaken for a 
space-occupying lesion originating above the dia- 
phragm, it is of clinical and diagnostic importance 
to the thoracic surgeon. The first of the 2 cases 
presented, in which the renal nature of an un- 
explained thoracic mass was discovered only at 
surgery, emphasizes this point. This patient was a 
26-vear-old soldier in whom a routine chest x-ray 
revealed a round mass in the posterior inferior 
portion of the right lung field. The patient seemed 
well. The preoperative diagnosis was “intrapulmo- 
nary tumor, most likely multilocular cyst.” A right 
thoracotomy was performed through the bed of 
the 7th rib. When the pleural cavity was entered, a 
mass was encountered, immediately above the dia- 
phragm, extending medially to the region of the 
pulmonary ligament and partially covered by the 
thinned out diaphragm. After the central tendon 
was divided, it became apparent that the tumor 
consisted of normal right adrenal and kidney. The 
chest was closed. Postoperative excretory urograms 
and retrograde pyelograms verified the diagnosis 
of intrathoracic kidney. The second patient, a 25- 
year-old soldier, also had a mass protruding above 
the left diaphragm. Its shape and position sug- 
gested the possibility that it was the upper half of 
the left kidney. An intravenous urogram and retro- 
grade pyelography confirmed this impression. In- 
trathoracic kidney must be differentiated from other 
supradiaph tic masses. A diagnosis is estab- 


lished by excretory or retrograde urography. 


Echinococcosis of the Kidney. J. G. Teplick, M. La- 
bess and S. Steinberg. J. Urol. 78:323-329 (Oct.) 
1957 [Baltimore]. 


Human echinococcosis or hydatid disease has 
become fairly common in sheep-raising areas, but 
it is rare in North America, fewer than 40 cases 
having been reported in the United States. In the 
patient whose history is presented, pain in the left 
lumbar area suddenly started at the age of 78. On 
excretory urography, the left kidney appeared en- 
larged and did not excrete dye. Mottled calcifica- 
tions were seen in the left kidney area; a lateral 
view revealed a crescentic, linear calcification in- 
volving the entire anterior border of the kidney, 
which was considerably expanded anteriorly. The 
left retrograde pyelogram revealed marked hydro- 
nephrosis. The calyces were severely dilated and 
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blunted, and a crescentic depression was noted on 
1 upper calyx. The ureter was moderately dilated. 
Although no tubercle bacilli could be isolated from 
the urine, a tentative diagnosis of renal tubercu- 
losis was made. At surgery, a calcified shell was 
found around the kidney anteriorly. Many ad- 
hesions had to be freed and the kidney was re- 
The enlarged kidney contained an ellip- 
lowish-pink area, and calcareous plaques 


terial filled the cavity, admixed with a number of 
globular cyst-like structures. The large cyst was 
multilocular and contained the hooklets character- 
istic of Echinococcus. The patient recovered. 

The abrupt clinical onset of renal colic with no 
antecedent renal history is unusual, particularly 
since this was a closed cyst. The anterior location 
of the lesion and the calcification are, however, 
fairly typical of renal hydatid. The diffuse pressure 
on the anterior renal parenchyma suggested malig- 
nant lesion, even at surgery. It is of interest that 
clinically, roentgenologically, and surgically no 
other tissue hydatids were discovered, when the 
majority of patients with renal hydatid show cysts 
els.where. The authors regard the following fea- 
tures as fairly characteristic of renal hydatid: (1) 
a long sojourn in England and intimate association 
with dogs, (2) renal colic, (3) roentgen demonstra- 
tion of a large anterior renal mass with a calcified 
anterior wall and with flattening, broadening, and 
dilatation of pelves and calyces, and (4) a non- 
functioning kidney revealed by intravenous uro- 
gram. The less usual features in the reported case 
included the advanced age of the patient at onset, 
prior existence completely free from symptoms, 
and the absence of any other demonstrable hydatid 


THERAPEUTICS 


Long-Term Control of Severe Bronchial Asthma 
with Oral Cortisone: Second Report. W. Brockbank, 
R. S. Savidge and H. Brebner. Lancet 2:666-670 
(Oct. 5) 1957 [London]. 


Cortisone in daily doses of 37.5 to 150 mg. was 
given orally for periods varying from 3 months to 
4% years to 16 female and 13 male patients, aged 
16-70 years, with severe bronchial asthma. Nine 
patients (31%) obtained sufficient improvement to 
make a great difference in their ability to work and 
to enjoy life (grade 1). Three (10%) were subjective- 
ly improved and were able to do a little more than 
previously (grade 2). Ten (35%) were not signifi- 
cantly improved (grade 3), and 7 (24%) died. Death 
occurred suddenly in all 7 patients, and they died 
not always in an asthmatic spasm. Possibly the 
adrenal glands had been affected by the cortisone, 
since they were atrophied to some extent in 2 pa- 


tients. These results were less favorable than those 
in 13 patients reported on by the authors in a pre- 
vious paper (an abstract of which appeared in Tue 
Journat 157:472 [Jan. 29] 1955). Six (46%) of the 
13 patients had obtained grade 1 improvement, 4 
(30%) grade 2 improvement, 1 (8%) was not im- 
proved, and 2 (15%) died. Antibiotics were often 
used in addition to cortisone with advantage in 
patients with pneumonitis or purulent bronchitis. 
Cortisone is a habit-forming drug so far as patients 
with asthma are concerned. Patients who did well 
reacted badly to any attempt at withdrawal of the 
drug, as did some in whom the cortisone appeared 
to have brought no improvement. 

The long-term treatment of patients with chronic 
asthma with cortisone has been disappointing and 
should be avoided if possible. Orally administered 
cortisone, however, has a useful place in the treat- 
ment of status asthmaticus and of selected cases of 
severe chronic asthma, provided that it is given 
initially on a short-term basis. The course can be 
repeated from time to time if necessary. 


Analgesic Effectiveness of Orally Administered 
Ethoheptazine in Man. R. C. Batterman, M. Golbey, 
A. J. Grossman and P. Leifer. Am. J. M. Se. 234- 
413-419 (Oct.} 1957 [Philadelphia]. 


The effectiveness and safety of 1-methyl-4-car- 
bethoxy-4-phenyl hexamethylenimine (Ethohepta- 
zine), a new analgesic with a 7-membered cyclic 
ring structure, were studied in 330 patients requir- 
ing analgesia for a wide variety of medical and 
surgical conditions. One hundred seven of the 330 
patients were ambulatory, 140 were hospitalized, 
and 83 were women with postpartum pain. The 
ambulatory patients were advised to take 1 tablet, 
equivalent to 50 mg. of the drug, every 4 hours for 
4 daily doses. The duration of therapy ranged from 
a single dose to 10 weeks. Seventy-eight (73%) of 
the 107 patients obtained satisfactory analgesia 
regardless of the cause of the painful state. The 
hospitalized patients were given 50 or 100 mg. of 
the drug administered orally 4 times daily or every 
4 hours. The duration of the therapy ranged from 
1 to 285 days. Eighty-seven (62%) of the 140 patients 
responded to the higher dose. The lower dose was 
unsatisfactory for control of the patients’ com- 
plaints. The women with postpartum pain received 
100 mg. of Ethoheptazine every 4 hours. The num- 
ber of doses ranged from 1 to 10. Postpartum pain 
was satisfactorily controlled in 68 women (82%). 

An additional 127 patients were given combined 
treatment with Ethoheptazine and acetylsalicylic 
acid. Sixty-six patients of this group were advised 
to take 50 mg. of Ethoheptazine simultaneously 
with 1 tablet or capsule of aspirin equivalent to 
300 mg. (5 grains). The medication was taken 4 
times daily for periods ranging from 2 days to 12 
weeks. The over-all response to the combined ther- 
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were present on a roughened surface. Section re- 
vealed a cystic cavity. A gelatinous mucoid ma- 
lesions. 


apy and to Ethoheptazine alone was identical. 
Ethoheptazine alone, lacking any anti-inflamma- 
tory properties, was not as satisfactory as when 
combined with salicylates in those patients of this 
vroup who had rheumatoid arthritis. Sixty-one of 
the 127 patients were women with postpartum pain 
who received 100 mg. of Ethoheptazine and 600 
mg. 4 hours as necessary 
after delivery. The postpartum pain was satisfac- 
torily controlled in every patient treated with com- 
bined Ethoheptazine and aspirin. The occurrence 
of untoward reactions with Ethoheptazine alone or 
in combination with aspirin was negligible and in- 
significant in both ambulatory and hospitalized pa- 
tients. The combination of aspirin with Ethohepta- 
zine enhances the likelihood of achieving satisfac- 
tory analgesia. Ethoheptazine administered orally 
is an effective, safe, moderately potent analgesic. 


Clinical Experiences with Anticoagulants: A Com- 
parison of Coumadin (Warfarin) Sodium and 
Dicumarol (Bishydr rin). J. H. Nicholson. 
Angiology 8:456-465 ( (Oct.) 1957 [Baltimore]. 


Results obtained with warfarin sodium treatment 
in 150 patients with various thrombolic conditions 
were compared with those obtained with bishy- 
droxycoumarin in an andional 150 patients. The 
conditions for which these 2 anticoagulants were 
given included acute myocardial infarction and 
intermediate coronary artery heart disease, pul- 
monary embolism, acute thrombophlebitis of lower 
extremities, and arterial embolism. The initial dose 
of warfarin sodium varied from 37.5 to $1.25 mg.. 
with an average dose of 60 mg. The average daily 
maintenance dose was 9.5 mg. The onset of thera- 
peutic hypoprothrombinemia after an initial dose 
of warfarin sodium was relatively rapid; almost all 
patients who received this anticoagulant responded 
within 48 hours; only 31% of the patients who re- 
ceived bishydroxycoumarin responded within the 
same period. Warfarin sodium also acted with a 
greater degree of predictability than bishydroxy- 
coumarin. Forecasting of a maintenance dose of 
warfarin sodium was relatively easier than with 
bishydroxycoumarin. The maintenance of thera- 
peutic hypoproteinemia was constant in any patient. 

The incidence of “escape” periods, manifested 
by an unanticipated rise of an established thera- 
peutic prothrombin level to a point above or below 
the therapeutic range, was much lower with war- 
farin sodium than with bishyd in, i. ©, 
6.5% as compared to 27%, Conv versely, the patient 
derived the benefits of treatment for over 90% of 
the time during which warfarin sodium was ad- 
ministered. Excessive depression of prothrombin 
induced by warfarin sodium was promptly counter- 
acted by small doses of vitamin K,. Refractiveness 
to warfarin sodium after administration of vitamin 
K did not occur. These findings and those reported 
by other workers suggest that warfarin sodium, 


J.A.M.A., Feb. 1, 1955 


which may be given orally or parenterally, is the 
anticoagulant of choice when assessed by prompt- 
ness of inducing therapeutic hypoprothrombinemia, 


ease of maintenance, fewer “escape” periods, and 
counteraction by vitamin K,. 


Antibiotic Combinations: Antistreptococcal and 
Antistaphylococcal Activity of Normal Subjects 
After Ingestion of Erythromycin or 

col or Both. W. F. Jones Jr. and M. Finland. New 
England J. Med. 257:744-748 (Oct. 17) 1957 
[Boston]. 

The antibacterial action resulting from the ad- 
ministration of antibiotics can be measured in the 
blood, which, in turn, reflects the potential activity 
of these agents on the infection. The authors 
measured the antibacterial action of the blood of 
normal subjects after administration of antibiotics 
given in the same doses by weight, singly and in 
pairs, in an attempt to obtain more direct compari- 
son of their activity in the same persons. The results 
of such studies on 4 pairs of antibiotics were pre- 
sented in earlier reports. This paper deals with 
another pair of antibiotics, namely, chloramphenicol 
and erythromycin; these antibiotics are of particu- 
lar interest because they have recently been widely 
used in combination, especially in hospitals in 
which there is a serious problem of antibiotic-re- 
sistant micrococcic (staphylococcic) infections. 

Six normal young men were given, in random 
rotation, single doses of either 500 mg. or 1000 mg. 
of chloramphenicol or of erythromycin or of equal 
amounts of both agents simu . Each sub- 
ject thus received 6 different doses at least 3 days 
apart. All the doses were given half an hour before 
breakfast. The tests for sensitivity of the assay 
organisms and for the inhibiting levels of the plasma 
were done by two-fold dilution methods in broth. 
Specimens of plasma from citrated venous blood 
were obtained before and 1, 2, 5, 8, 12, 16, and 24 
hours after administration of each dose. The organ- 
isms used in the tests for antibacterial actvity were 
Streptococcus 98, Staphylococcus 209P and Staph. 
400. Erythromycin yielded the greatest activity 
and chloramphenicol the lowest, and the mixtures 
gave intermediate values. The activity obtained 
from the larger dose was higher, in each test, than 
that derived from smaller doses of the correspond- 
ing agent. 


PATHOLOGY 


Adrenocortical Function in N 


ephrotic Syndrome. 
G. Birke. Nord. med, 57:288-290 (Feb. 21) 1957 (In 
Swedish) [Stockholm]. 


The cause of hyperlipemia in the nephrotic syn- 
drome is not fully understood. Since some data 
suggest that hyperlipemia may be due to increased 
activity of the adrenal cortex, the adrenocortical 
activity in the nephrotic syndrome has been studied. 
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The normal glucocorticosteroid production ob- 
served can in no way explain the hyperlipemia or 
tendency to edema observed in the nephrotic syn- 
drome. Whether the increased aldosterone excre- 
tion in the syndrome is the direct cause of the 
edema or a side-phenomenon is not clear. 


The Renal Lesions in Experimental Deficiency of 
Potassium. W. N. Tauxe, K. G. Wakin and A. H. 
Baggenstoss. Am. J. Clin. Path. 28:221-232 (Sept.) 
1957 [Baltimore]. 


Potassium deficiency was produced in weanling 
rats of the Sprague-Dawley strain by ad libitum 
feedings of Fuhrmans synthetic diet. A total of 100 
animals were divided into 3 dietary categories, the 
first group being fed the Fuhrman potassium-defi- 
cient diet, the second group being fed the same diet 
as the first except that supplementary potassium 
was added, and the third group being fed the reg- 
ular kennel ration. Unilateral nephrectomy of some 
of the animals in each of the 3 categories at the end 
of the second week resulted in a total of 6 groups 
of animals available for observation. The control 
animals gained an average of 74 Gm., more than 
double their initial weight during the first 2 weeks. 
while those animals on the potassium-deficient diet 
gained an average of 6 Gm. By contrast, the average 
weight of the kidneys of the rats on potassium- 
deficient diets (0.68 Gm.) was greater than that of 
the control animals (0.51 Gm.). After restoration of 
potassium to the diet, rats in the experimental 
groups made rapid gains in weight, and the weights 
of their kidneys approached those of the control 
animals. The most pronounced difference in the 
experimental groups was that of gross appearance 
(failure to grow). potassium starved animals 
were generally less active and were far more prone 
to tremors and to jerky movements and twitching 
motions. The animals in all the control groups 
maintained their shiny fur throughout the course 
of the experiment, while the fur of the rats on the 
potassium-deficient diet became vellow and matted. 
The aforementioned changes in the rats on the 
pot deficic nt diet were reversed after l week 
of restoration of potassium to the synthetic diet, 
the reversal becoming almost complete by the end 
of the 4th day in some of the animals. Glomerular 
changes were not remarkable even after 2 weeks 
of potassium deprivation. Progressively marked 
changes occurred from the proximal to the distal 
convoluted tubules, the latter exhibiting the greatest 
degree of distension, necrosis of the parenchyma, 
and vacuolation of the cytoplasm. The nuclei in 
this area of marked distension had large nucleoli, 
clumping of chromatin, and occasional mitotic 
figures. 

After 1 week of potassium restoration in the 
experimental group, the glomerular tufts were 
more compact, the nuclei less active, the proximal 
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convoluted tubules less distended (although a dis- 
tinct lumen was distinguished only with difficulty 
because of the contraction of the tubule about 
eosinophilic debris), the Henle loop system consid- 
erably less distended, and the distal convoluted 
tubules still considerably distended. By the end of 
the second week of potassium restoration, most of 
the glomeruli were normal, brush borders were 
present in the not unusually dilated proximal 
tubules, the Henle loop system was no longer 
dilated, and the distal tubules were considerably 
less dilated, although they retained some cellular 
and amorphous debris. Three weeks after restora- 
tion, the glomeruli, proximal tubules, and loops of 
Henle were normal, and the distal tubules were for 
the most part morphologically normal, although 
considerable amounts of cellular and a 

debris still remained. For the most part, those 
lesions induced by withdrawal of potassium were 
completely reversed after the third week of potas- 
sium restoration to the diet, with the exception that 
deposits of calcium within the lumens of the tubules 
and complete fibrosis of an occasional glomerulus 
were not reversed by this addition, indicating per- 
manent damage. 


Activity of Lactic Dehydrogenase in Fluid. 
F. Wroblewski, B. Decker and R. Wroblewski. Am. 
}. Clin. Path. 28:269-271 (Sept.) 1957 [Baltimore}. 


An increase in the activity of lactic dehy- 
drogenase (LD) in serum has been demonstrated in 
association with various types of experimentally 
produced leukemia and carcinoma, as well as in 
certain patients with clinically manifest dissemi- 
nated carcinoma, lymphoma, and leukemia. Effu- 
sions that contain malignant cells and cultures of 
malignant tissues have been demonstrated to have 
a greater activity of LD than those observed in the 
serum of the same individual and mediums in which 
benign tissues are cultured, suggesting that malig- 
nant cells impart an increased amount of LD activi- 
tv to the mediums with which neoplastic cells are 
in contact. Lactic dehydrogenase, a ferment that 
is present in most tissues of the body, may be 
measured spectrophotometrically by observing the 
decrease in optical density of reduced diphospho- 
pyridine nucleotide when it is oxidized in the 
presence of LD and sodium pyruvate under stand- 
ardized conditions. Serums from normal adults 
have a range of activity of 200 to 680 units per 
milliliter, the specimens of spinal fluid of persons 
manifesting no evidence of disease of the central 
nervous system having a range of activity of 10 to 
40 units per milliliter. There is no correlation be- 
tween the LD activity of serum and spinal fluid, 
since the activity of 1 varies independently of the 
other, presumably because of a “blood-brain” 
barrier. The LD activity of the spinal fluid likewise 
has no relation to the total protein, leukocyte count, 


initial pressure, or xanthochromia of the fluid, as 
well as to the results of the diagnostic tests for 
syphilis. 

The LD activity in of spinal fluid 
collected from 110 patients was 40 units or less in 
those persons with congenital, infectious, traumatic, 
or neoplastic disease having no recognized involve- 
ment of the central nervous system. The LD activ- 
ity in the spinal fluid was from 50 to 290 units per 
milliliter in patients who had lymphoma, metastatic 
carcinoma, or leukemic lesions in the brain, the 
level being 40 units or less in the same category of 
patients not having central nervous system involve- 
ment. In all other diseases of the central nervous 
system, the LD activity of the spinal fluid was less 
than 50 units per milliliter, with 2 exceptions: (1) 
acute meningitis, 60 to 480 units per milliliter, and 
(2) cerebrovascular accidents, including hemor- 
rhage, thrombosis, or both, 14 to 180 units per 
milliliter. The mechanism is not known, although 
the increase of LD in the spinal fluid from patients 
with secondary neoplastic lesions in the central 
nervous system may be due to the greater amounts 
of fermentative enzyme being produced by the 
neoplastic tissue. 


Leiomyosarcoma of the Inferior Vena Cava: Re- 
view of the Literature and Report of Two Cases. 
M. R. Abell. Am. J. Clin. Path. 28:272-285 (Sept. 
1957 [Baltimore]. 


Haug and Losli reviewed the literature in 1954, 
collected reports of 8 primary neoplasms of large 
veins, and recorded the first instance of leiomyo- 
sarcoma of the femoral vein. A review of the cur- 
rent literature revealed 6 acceptable examples of 
tumors of smooth muscle that arose from the wall 
of the inferior vena cava, 4 of which were leiomyo- 
sarcomas and the remaining 2 of which were diag- 
nosed as a fibrosarcoma and a leiomyoma respec- 
tively. The 2 leiomyosarcomas in this report 
comprise the only primary neoplasms of this vein 
in 14,000 autopsies on record in the Department of 
Pathology of the University of Michigan and bring 
the total published number of primary tumors of 
the smooth muscle of the inferior vena cava to 8. 
Six of the neoplasms were found at autopsy, and 2 
were discovered at celiotomy and resected; 7 of the 
tumors were interpreted as sarcomatous on the basis 
of (1) increased cellularity, (2) variation in nuclear 
size, shape, and intensity of staining, and (3) the 

of mitotic figures. The tumors were nodu- 
lar, lobulated, or bosselated and firm in consistency, 
all of them manifesting intraluminal growth and 
permeation. The neoplasm in 1 case extended into 
the right atrium, and there was extraluminal exten- 
sion about the initial segment of involved vein. Six 
of the tumors occurred in women whose ages 
ranged from 24 to 45 vears, the 2 remaining tumors 


complaints. Physical examination revealed pitting 
edema of the lower extremities in 5 patients, Budd- 
Chiari syndrome in 3 in whom the neoplasm in- 
volved the upper third of the vena cava obstructing 
and lower extremity in 2 of the latter patients. It is 
significant that ascites was not present when the 

did not involve the lower part of the 
vena cava, although chronic passive congestion of 
the liver was a feature in those patients in whom 
there was involvement of the upper segment of the 
vena cava; | case in this series centro- 
lobular hepatic necrosis and thrombosis of the 
hepatic veins in which death was thought to be due 
to hepatic failure. 

The clinical findings in patients with neoplasm 
of the lower portion of the inferior vena cava are 
those of obstruction, the clinical symptomatology 
depending on the position, extent, rapidity, and 
completeness of obstruction and on the efficiency 
of the collateral circulation. Obstructive lesions of 
the middle third of the vena cava may alter the 
constituents of the urinary sediment and cause 
albuminuria, while obstructive lesions of the upper 
third are characterized by edema of the lower ex- 
tremities and lower part of the trunk, massive 
ascites, and changes in the liver as a result of ob- 
struction of the hepatic veins, hepatic venous 
thrombi, advanced passive congestion, and exten- 
sive centrolobular necrosis. 


Granulomatous (De Quervain'’s Thy- 
roiditis). L. B. Woolner, W. M. McConahey and 
0. H. Beahrs. J. Clin. Endocrinol. 17:1202-1221 
(Oct.) 1957 (Springfield, 


Granulomatous thyroiditis is a distinct clini- 
copathological entity, apparently a true nonsup- 
purative inflammation of the thyroid gland, that can 
be distinguished from the rare invasive fibrous thy- 
roiditis (Riedel’s struma) or the more common 
struma lymphomatosa. Since its first description by 
de Quervain in 1904, the disease has been reported 
under many synonyms. Terms that call attention 
to the histological features of the lesion include 
“pseudotuberculous — thyroiditis.” “granulomatous 
thyroiditis,” “giant-cell thyroiditis.” and “struma 
fibrosa, giant-cell variant.” The clinical findings 
have given origin to such names as “acute and sub- 
acute nonsuppurative thyroiditis,” “acute nonin- 


fectious thyroiditis,” “acute diffuse thyroiditis,” and 
“subacute thyroiditis.” Since there appears to be 1 
basic pathological process, with extreme variation 
in severity of symptoms, and since many cases 
undoubtedly occur in which subjective symptoms 
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occurring in male patients who were 60 and 64 
vears old. Abdominal pain, pain in the lumbar or 
sacral region, edema of the legs, and progressive 
swelling of the abdomen were among the initial 
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are absent, it was thought best to use the name that 
calls attention to the distinctive pathological find- 
ings, namely “granulomatous thyroiditis.” All cases 
of granulomatous thyroiditis seen at the Mayo 
Clinic during a 27-year period (1930 through 1956) 
in which thyroidal tissue was available were se- 
lected for study. The review was undertaken to 
compare the incidence, course, and prognosis with 
those of Riedel’s struma and to emphasize the wide 
variation in clinical symptomatology in the disease. 
The 108 patients in whom granulomatous thyroidi- 
tis was pathologically proved included 84 women 
and 24 men. The ages ranged from 29 to 73 vears, 
with an average of 49.4 years. 

The incidence of granulomatous thyroiditis at 
the Mayo Clinic is approximately one-cighth that 
of Graves’ disease. It is probably less common than 
struma lymphomatosa but is at least 50 times more 
common than invasive fibrous thyroiditis (Riedel’s 
struma). One-third of the 108 patients in this series 
had no subjective symptoms of the disease other 
than a lump in the neck; the remaining two-thirds 
had symptoms of varying severity. Hyperthyroidism 
was present in 19 patients; 4 of these had Graves’ 
disease, whereas the symptoms of toxicity in the 
remainder were assumed to be due to destruction 
of thyroidal tissue and release of excessive amounts 
of thyroidal hormones into the circulation. En- 
largement of the thyroid was moderate, and the 
process was unilateral in 50% of the cases. Cap- 
sular adhesions were sometime’ present, but there 
was no invasion of adjacent structures. The thy- 
roiditis appears to develop in an otherwise normal 
gland, although rarely it may complicate Graves 
disease. Granulomatous thyroiditis is a self-limiting 
disease, the patient becoming asymptomatic usual- 
ly in a period of a few months and the thyroid 
gland becoming nonpalpable. 


Endocervical and Cervical Neoplasms Adjacent to 
Carcinoma in Situ. P. J. Melnick, L. E. Lee Jr. and 
H. M. Walsh. Am. }. Clin. Path. 28:354-376 (Oct.) 
1957 [Baltimore]. 


The authors report on 16 women between the 
ages of 30 and 84 years with endocervical neoplasm 
in whom the adjacent portio vaginalis was sepa- 
rately and coincidentally involved by carcinoma 
in situ. The findings in these patients suggested a 
tendency of neoplastic development in the in- 
volved cervix as a whole. A second group of 10 
women between the ages of 31 and 7Q years is 
reported on in whom invasive cancer of the part 
of the uterine cervix which protrudes into the 
vagina was associated with coexistent carcinoma 
in situ that manifested microscopic patterns dif- 
ferent from those of the invasive carcinoma. In an 
additional 5 women between the ages of 38 and 78 
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years, leukoplakia of the part of the uterine cervix 
which protrudes into the vagina was associated 
with carcinoma in situ of the stratified squamous 
epithelium beneath the layer of keratin. One of the 
group of 16 patients and 1 of the group of 10 pa- 
tients had an atypical hyperplasia of the portio 
which was considered as a possible precursor of 
carcinoma in situ. 

The association of carcinoma in situ with addi- 
tional » processes in the cervix suggest 
that multiple derivatives of the Miillerian anlage 
in these women were activated by a common 
neoplastic stimulus. A special study of biopsy speci- 
mens obtained from 11 additional patients with 
carcinoma in situ was made. Glycogen was ob- 
served in varying amounts in the specimens ob- 
tained from 10 of these patients, and alkaline phos- 
phatase was identified in the underlying stroma in 
9. Neither glycogen nor alkaline phosphatase was 
found in 1 of the 11 specimens obtained from these 
patients. The findings in these specimens of car- 
cinoma in situ seem to represent transitional stages 
of enzymatic activity. 


Subcutaneous Ossification in Chronic Venous In- 
sufficiency: Presentation of 23 Cases; A Preliminary 
Report. H. I. Lippmann. Angiology 8:378-396 (Oct.) 
1957 [Baltimore]. 


The author reports on 23 women who had passed 
the age of 46 years, were in menopause, and had 
chronic venous insufficiency of the extremities. 
Edema of dependency and chronic cellulitis were 
always present. Subcutaneous ossification was uni- 
lateral in 15 patients and bilateral in 8. There was 
no evidence of systemic disturbances of calcium 
metabolism. No extraskeletal bone formation was 
observed outside the lower extremities. The diag- 
nosis was established by palpation, which revealed 
hard, lentil to lima bean shaped nodules or plates 
under the skin, and by roentgenography. Only 
some increase in density and some granular mot- 
tling was observed when the bone thickness did 
not exceed 3 mm. A fine structural density could be 
seen when bone thickness ranged from 3 to 8 mm. 
In either case, tangential photographs showed 
linear densities located in the subcutis, the thick- 
ness of which could be gauged fairly well. Coarse 
structural densities could be distinguished if the 
bone thickness exceeded 10 mm.,; the impression of 
somewhat irregular bony stress lines was obtained. 
A laver of uninvolved skin could always be visually 
separated from the tangentially photographed den- 
sities. The diagnosis was corroborated in 4 patients 
by histopathological study of removed specimens 
which contained cancellous heterotopic bone. Soft 
tissue calcification in nonosseous tissue was not 
seen. 
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The pathogenesis of subcutaneous ossification in 
chronic venous insufficiency remains a matter of 
some speculation. Repeated trauma which is be- 
lieved by some workers to introduce heterotopic 
bone formation must be considered in this group. 
An occupational history of operating a sewing ma- 
chine was obtained from 10 of the 23 patients. Sew- 
ing-machine operating entails exposure to vibration 
of low frequency. The large varicosities found in 
the vicinity of subcutaneous bone in 20 patients 
may constitute a built-in, intermittent trauma to 
fatty and connective tissue by exerting pressure 
when distended. Intermittent pressure on bone may 
enhance formation of more bone. Chronic inflam- 
mation (periphlebitis and cellulitis) which may 
enhance extraskeletal bone formation was present 
in 21 patients. Discolored skin which results from 
diapedesis or rupture of venules and deposition of 
hemosiderin in the corium was overlying some but 
not all areas of subcutaneous bone. The observa- 
tion that all patients in this group were women in 
the menopause raises the question of the role that 
altered hormonal activity may play in heterotopic 
ossification. 


Pulmonary Tuberculoma: Pathoanatomic Evalua- 
tion. K. Arnesen. Nord. med. 57:553-558 (April 11) 
1957 (In Norwegian) [Stockholm]. 


Three types of tuberculous round infiltrations in 
the lung are discussed: (1) the layered tuberculoma, 
(2) the caseous homogenous round focus without 
stratification, and (3) the multinodular round focus. 
The common designation for the 3 types is tuber- 
culoma. It should be applied to compact, com- 
pletely necrotic tuberculous foci of spherical shape 
from 1 to 4 cm. in diameter. Tuberculomas can be 
seen in all adult age groups and in children and 
are most frequent between the ages of 20 and 40 
vears. The localization is usually in the upper lobe, 
most often infraclavicular. Tuberculomas are large 
reservoirs of bacilli. The term tuberculoma is justi- 
fied as characteristic of a uniform roentgenologic 
picture. Pathoanatomically the structure varies, and 
there is reason to believe that the manner of origin 
and prognosis differ in the different types. The 
structure of the necrotized tissue can be recognized 
by the use of special staining methods. 


Transaminase Activity and ! Alterations 
in Human Livers. R. A. Donato. Am. J. Clin. Path. 
28:377-384 (Oct.) 1957 [Baltimore]. 


The activity of glutamic oxalacetic transaminase 
in the serum (SGO-T) was determined with the aid 
of spectrophotometry in a 63-year-old woman and 
in 2 men aged 57 and 81 years who were suspected 
of having hepatic disease, and liver biopsies were 
performed to correlate this activity with the mor- 
phologic changes whenever possible. The woman 
had diabetes mellitus of moderate degree and 


epa 

of the common bile duct revealed that the duct 
was normal. The preoperative activity of SGO-T 
was 100 units per cubic centimeter, and the post- 
operative activity was 60.3 units per cubic centi- 
meter. Surgical repair of an indirect inguinal 
hernia in the younger man was followed by jaun- 


terotomy were performed 4 days later. A single 
large stone was removed from the distal end of the 
common duct, and a biopsy of the liver was per- 
formed. The activity of SGO-T before the surgical 
removal of the gallbladder was 75.8 units per cubic 
centimeter, and the postoperative activity was 25 
units per cubic centimeter. An extrahepatic biliary 
obstruction was suspected in the older man who 
was jaundiced, but surgical intervention revealed 
that the extrahepatic biliary structures were nor- 
mal, and hepatic tissue was removed for biopsy. 
He died 2 weeks after the operation. On the day 
of admission to the hospital the activity of SGO-T 
was 250 units per cubic centimeter and on the last 
preoperative day it was 777 units per cubic centi- 
meter. The biopsy findings in the woman were 
regarded as generally consistent with those ob- 
served in toxic hepatitis resulting from chlorproma- 
zine. The biopsy findings in the younger man were 
consistent with those associated with extrahepatic 
biliary obstruction. The microscopic examination 
of the biopsy specimen obtained from the older 
man revealed the characteristic changes observed 
in viral hepatitis. Assay of the activity of SGO-T 
in diabetic control persons revealed that the ac- 
tivity was consistently within the normal range. 
Assay of the activity of SGO-T in control persons 
who had been treated by herniography 4 or 5 days 
previously revealed a normal range. Assay of the 
activity of SCGO-T in 2 patients with acute sup- 
purative peritonitis revealed a normal level of ac- 
tivity in both. 

The observations in the patients with hepatic 
disease suggest that the level of activity of SGO-T 
is a much more sensitive indicator of minimal to 
moderate damage to the liver than are the other 
hepatic function tests, including the presently used 
determinations of thymol turbidity and cephalin 
flocculation. The activity of SGO-T is exceedingly 
valuable as a means of detecting damage to hepatic 
cells when there is evidence of disease in the liver. 
There is a correlation between the extent of dam- 
age to hepatic cells and the degree of elevation of 
the level of the SGO-T activity. An extended study, 
similar to those of Popper and his associates and 
designed to correlate the level of activity of SGO-T 
and the extent of damage to hepatic cells, will 


probably be highly rewarding with new knowledge 


that is pertinent to a better understanding of 
hepatic diseases. 


JAMA, Feb 1, 1958 

jaundice. Laparotomy revealed calculous cholecy- 

dice on the 5th postoperative day. Cholecystect- 
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Behavior of Serum Lipids in Obesity. W. Ries. 
Ztschr. ges. inn. Med. 12:842-848 (Sept. 15) 1957 
(In German) [Leipzig, Germany]. 


Ries reports studies on the following fat constit- 
uent of the serum in patients with obesity: (1) the 
total lipoid content, (2) the total cholesterol content, 
and (3) the plasmalogen (acetalphosp 


neutral fats and the lipoids. The neutral fats are 
the triglycerides of the hi fatty acids, but, in 
addition to these, the serum has also free and 
so-called essential fatty acids. The lipoids include 
especially the nonsaponifiable stearins, with the 
important cholesterol and the phosphatides. The 
phosphatides that received most attention in recent 
vears are the acetal-phosphatides (plasmalogens). 
The author investigated the total fat content of the 
serum in 100 obese patients of various age groups 
and compared the results obtained with those in 
68 normal persons. He found that the total lipid 
content in the serum of obese patients is elevated 
in comparison with that of normal persons, par- 
ticularly in the younger age groups; with advancing 
age the lipid values of the serum become more 
normal in the obese. The total fat content of the 
serum was also compared in the different forms of 
obesity, such as in Fréhlich’s disease, in Cushing's 
syndrome, in the obesity of the menopause, in 
progressive lipodystrophy, and in Morgagni’s syn- 
drome. It was found that the increase in the total 
fat content is not characteristic for any of the dif- 
ferent forms of obesity and therefore has no value 
in the differential diagnosis. 

The author investigated the serums of 56 pa- 
tients with obesity for the total cholesterol content 
of the blood. These studies again revealed that the 
cholesterol content is highest in obese patients in 
the younger age group and that the values become 
normalized with advancing age. The author was 
particularly interested in the behavior of the acetal- 
phosphatides (plasmalogens) in the serum of obese 
persons. He ascertained the plasmalogen content 
of the serum of 120 persons without metabolic dis- 
turbance in order to ascertain the norms for the 
various age groups and for the sexes. He found 
that the plasmalogen values slightly increased with 
advancing age and that in females they were, on 
the average, higher than in males. In order to ascer- 
tain the plasmalogen values in obesity, he made 
studies on 42 obese women. He found that the 
median plasmalogen values in obese women were 
noticeably above those in normal women but that 
in the obese there was no decided change with age. 
The author concludes that the increase in the 
various fat constitutents of the serum is an accom- 


paniment of fully developed obesity. 
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Coronary Arteriography in Arteriosclerotic Disease 
of the Heart. A. P. Thal, R. G. Lester, L. S. Richards 
and M. J. Murray. Surg. Gynec. & Obst. 105:457- 
464 (Oct.) 1957 [Chicago]. 


The authors attempted coronary arteriography 
on patients receiving intra-arterial nitrogen mus- 
tard therapy for advanced metastatic malignant 
disease. The injection of dye was done under gen- 
eral anesthesia, the catheter being maneuvered first 
into the ascending aorta for the coronary arterio- 
gram and then into the descending aorta for nitro- 
gen mustard injection. The procedure was so well 
tolerated that the authors were encouraged to ap- 
ply it to patients with coronary artery disease. They 
have now performed 18 coronary arteriograms. In 
3 patients, the catheter could not be maneuvered 
into the ascending aorta and the studies could not 
be completed. Initial studies were made with use 
of general anesthesia and were well tolerated. Sub- 
sequently the procedure was done with the aid of 
local anesthesia. The patients were given 50 mg. 
of dramamine and 25 mg. of phenergan intrave- 
nously 30 minutes before the injection of contrast 
material and 1/100 grain of atropine eager 
10 minutes before the The brachial 
artery was exposed about 2 inches below the pos- 
terior axillary fold after the entire area had been 
infiltrated with 1% procaine solution. An arteriot- 
omy, 0.5 cm. in length, was made, and a no. 10 
French thin-walled Lehman cardiac catheter 
threaded through the brachial artery. With use of 
fluoroscopic control with the image intensifier, the 
catheter was easily maneuvered into the ascending 
aorta in most instances. A right-sided approach has 
been used. At the conclusion of the procedure, the 
brachial artery was carefully resutered. 

Initial studies in dogs and subsequent experience 
in man confirmed that the ideal position for the tip 
of the catheter was about 2 inches above the sinus 
of Valsalva. Several radiopaque media were tried. 
In the last 12 cases, renografin (76%) was used and 
proved satisfactory. Generally, 40 cc. of renografin 
was injected in a period of 1.5 seconds. The Rigler- 
Watson rapid film changer was used to obtain the 
radiographs. Five exposures per second were made. 
It is important to study multiple films taken over 
a short interval in order to demonstrate the entire 
course of the coronary arteries. The histories of 5 
patients in whom coronary artery disease was sus- 
pected are described in detail. A case of a patient 
with complete occlusion of the anterior descending 
coronary artery and partial occlusion of the right 
coronary artery is reported. From the surgical 
standpoint, this technique has great potentialities 
both in the selection of patients for surgical treat- 
ment and in the demonstration of the best type of 
surgical procedure. In addition, the method holds 
promise for both diagnosis and prognosis in diffi- 
cult clinical cases. 


tent. Two large groups are generally differentiated 
within the total lipids of the human blood, the 
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| BOOK REVIEWS 


Body Water in Man: The Acquisition and Maintenance 
of the Body Fluids. By Maurice B. Strauss, M.D., Professor 
of Clinical Medicine, Boston Ne School of Medicine, 


In this treatise on water and electrolyte balance, 
the author reviews the evolutionary patterns of 
water control from the one-celled animals to man. 
This serves as an excellent background for discus- 
sion of the complex problems of human water and 
electrolyte balance. The author has devoted much 
time to the physiological discussion of the regula- 
tory effects of salt ingestion, water ingestion, effect 
of total renal mass, urea diuresis, the antidiuretic 
hormone (ADH), and the hyp thalami ypopnys 
eal system. He has gone into great detail concern- 
ing the stimulating effects of emotion, pain, mor- 
phine, anesthesia, acetylcholine, osmotic pressure, 
and decreased blood volume in the production of 
ADH. Another chapter deals with the inhibitory 
effects on ADH production by epinephrine, emo- 
tional stress, lowered temperature, alcohol, carbon 
dioxide inhalation, posture, and diurnal variation in 
ADH production. The effects of the various stimu- 
lators and inhibitors of ADH are also evaluated 
from the standpoint of the simultaneous comparison 
of glomerular filtration, renal blood flow and solute 
clearance, and tubular function before and after 
simulation or inhibition of ADH production. 

Also discussed are the effects of adrenal corti- 
coids and sex hormones, mercurials, and an excess 
of chlorides on diuresis, as well as fluid volume as 
a determinant of salt excretion. There is an excel- 
lent summary at the end of each chapter. The data 
presented are well documented as to the original 
investigators findings. The bibliography is exten- 
sive and should be useful to the clinician or physi- 
ologist who desires to delve more deeply into any 
aspect of water or electrolyte metabolism. This 
book is worthy of any physician's time, since no 
clinician deals with patients without also dealing 
with water and electrolyte balance. 


Pharmacology for Medical Students in Tropical Areas. 
By Roger A. Lewis, A.B., M.D. Cloth. 15 rupees. Pp. 524, 
with illustrations. Popular Book Depot, Lamington Rd., 
Bombay 7, India, 1957. 

The title of this book might indicate that it is 
quite limited in its scope. Actually, it covers, though 
less thoroughly, the same areas as do the currently 
standard texts in pharmacology. Its approach is 


These book reviews have been 
but do not represent the opinions 
unless specifically so stated. 


by competent authorities 
any medical or other organization 


more from the therapeutic than from the basic 
pharmacological point of view. In neither respect 
is it as ive as are the more voluminous 
American books. It begins with a brief but good 
discussion on the general principles of pharma- 
cology, including prescription writing. There follow 
sections on the chemotherapy of infectious disease, 
drugs acting on the skin, mucosa, and gastro- 
intestinal tract, those acting on the central nervous 
system, those effecting the autonomic nervous sys- 
tem, and those effecting the heart and circulation. 
There are in addition subdivisions on allergic reac- 
tions and their treatment, the reproductive system 
and substitution therapy, metabolic disease and 
substitution therapy, and the prevention and treat- 
ment of nutritional deficiencies. The appendix pre- 
sents simple exercises in practical and 
experimental pharmacology, as well as a table of 
doses for adults and children. The book is indexed 
they are used 

This volume is satisfactorily up to date; for in- 
stance, it includes a chapter on hallucinogenic and 
tranquilizing drugs. As seems almost inevitable in 
pharmacology texts, occasional errors have also 
crept in. For example, it is stated (p. 232) that 
methyl alcohol is often used in liniments. The 
author probably had methyl salicylate in mind; 
such use of methyl alcohol is dangerous. While this 
book is interestingly written, relatively brief, and 
reasonably priced, it is doubtful that it will prove 
as satisfactory to the medical student and practi- 
tioner in the United States as any one of the tour 
or five textbooks now available and in widespread 
use. 


The Infantile Cerebral Palsies. By Eirene Collis, Assistant 
to Director of Cerebral Palsy Unit, Queen Mary's Hospital 
for Children, Carshalton, and others. Foreword by Sir 
Francis Walshe. Cloth. $3. Pp. 100, with 1 illustration. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, IL, 1957. 


There has long been need for a good medical 
textbook on cerebral palsy. Unfortunately, this 
booklet like many of its predecessors has failed to 
fill this need. The authors have used what they call 
the “dynamic” approach. The main thesis is that pa- 
tients should be diagnosed early and that treatment 
should be started early and should take into ac- 
count the natural history of the disease and the 
natural rate of development of normal children. 
The authors stress the social and emotional aspects 
of the problem and recommend the inclusion of 
parents as participants in the treatment program. 
This is sound and fully warranted advice. They 
discuss their classification, the diagnosis, the natural 
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course, and the treatment of the various forms of 
cerebral palsy. The most valuable parts of the book 
are those dealing with the case reports which illus- 
trate the treatment of the patient, including the 
parental and home aspects of therapy. It is regret- 
table that more space was not devoted to this tvpe 
of information. Although five authors are listed, 
four of them physicians, it would appear that the 
book was written primarily by the chief author, 
who is the only nonmedical person in the group. 
It is written mainly for the therapist and other 
ancillary lay personnel working in the field of cere- 
bral palsy. The portions dealing with the medical 
aspects of the problem contain many controversial 
and often inaccurate statements. For instance, in 
speaking of the athetoid type of cerebral palsy, the 
following statement is made: “Neither mental de- 
fect nor epilepsy is associated with this disorder. 
There is always a history of abnormal birth.” The 
organization of cerebral palsy services in Great 
Britain is described, and tables dealing with the 
incidence of cerebral palsy in that country are pre- 
sented, The book begins and ends with references 
to the original report by Little on cerebral palsy 
and points out that not much has been learned 
about the disease since his report was made. The 
authors have validated that observation, since this 
book too adds little to the subject. 


C.B.E., D.M., F.R.C.S., Consulting Surgeon, London Hos- 
pital, London, and J. C. Goligher, Ch.M., F.R.C.S., Profes- 
sor of Surgery, University of Leeds, Leeds, England. Cloth. 
$24.75. Pp. 694, with 349 illustrations. Essential Books, Inc., 
16-00 Pollitt Di. Fair Lawn, N. J.; William Heinemann, 
L.td., 99 Great Russell St.. London, W. C. 1, England, 1957. 


This book is the second of four volumes that 
were planned to cover the entire field of surgery. 
This volume is broken down into chapters on the 
following subjects: the central nervous system; the 
eve, ear, nose, and throat; diseases of the salivary 
glands, lips, tongue, jaw, thyroid, neck, breast, 
thoracic wall, pleura, lungs, and mediastinum; sur- 
gery of the thymus in relation to myasthenia gravis; 
surgery of pulmonary tuberculosis; and surgery of 
the heart, great vessels, and esophagus. Fourteen 
contributors from the dominant hospitals and medi- 
cal schools throughout the United Kingdom each 
present concisely the prevailing views in his field 
in British surgery. The photographs, roentgeno- 
grams, diagrams, and drawings are well chosen. 


The section on surgery of the heart and the great 


. vessels is by N. R. Barrett and John Anderson, and 


that on diseases of the breast is by R. S. Handley. 
The controversial status of McWhirter'’s recom- 
mendations of simple mastectomy and radiotherapy 
for carcinoma of the breast are well stated. The 
bibliography following this chapter is international 
and current. The format is attractive. As in most 
British publications, the sentence structure, gram- 


$53 
mar, choice of words, and are of the 
highest order. The book is essentially and 
clinical. Pertinent pa is presented only 


thology as 
an aid in the diagnosis and treatment. This volume 
should receive its greatest welcome from active 


department 
York 16, 1957. 


Because of better methods of anesthesia and 
blood replacement and better antibiotics, surgery in 
all fields has made great strides and certain men 
have been led to new fields. This collection 
of operative ures covers the surgical treat- 
ment of tumors of the skin of the head and neck, 
of the mucosa of the lip, cheeks, and alveolar ridge, 
hemimandibulectomy, and tumors of the floor of the 
mouth and palate and of the antrum and maxilla, 
parotid gland, tongue, larynx, and thyroid. The 
illustrations (all artist’s drawings ) portray step by 
>, removal of nearly every conceiv- 
able type of head and neck tumor. Basic anatomic 
structures involved in each procedure are well 
shown. Each operation is followed by the author's 
method of plastic surgical reconstruction of the 
surgical defect. Most of these reconstructive pro- 
cedures are sound, although an occasional one 
might be considered a bit old fashioned or of 
questionable successful execution. This textbook 
stresses the fact that a wide knowledge of surgery 
is needed to perform successfully the operations 
described. Since men expecting to perform radical 
destructive and reconstructive operations on the 
head and neck must have extensive training in gen- 
eral surgery, this book should be of particular value 
to surgeons interested in general, tumor, and plastic 
surgery. Libraries should have a copy on their 
shelves. 


Essays in Metabolism. Edited by Louis G. Welt, M.D., 
Professor of Medicine, University of North Carolina School 
of Medicine, Chapel Hill. John Punnett Peters number of 
Yale Journal of Biology and Medicine. Cloth. $6.50. Pp. 382, 
with illustrations. Littl, Brown & Company, 34 Beacon St.. 
Boston 6; 25 Hollinger Rd., Toronto, Canada, 1957. 


This special number of the Yale Journal of 
Biology and Medicine consists of ten essays written 
as a tribute to the late John P. Peters by former 
students in the department of internal medicine at 
Yale University. The topics covered are those to 
which Dr. Peters devoted much attention and in- 
clude acid-base equilibrium, fluid and electrolyte 
balance, and metabolism of fats and carbohydrates. 
There is also an introductory appreciation of Dr. 
Peters and a complete bibliography of his works. 
The contributions are unusually detailed and should 
be of special interest to physicians working in the 
areas of metabolic diseases. 


general surgeons, candidates for specialty examina- 
tions, and reference libraries. 

Surgery of Head and Neck Tumors. By Hayes Martin, 
M.D., Associate Professor of Clinical Surgery, Cornell Uni- 
versity Medical College, New York. Cloth. $18.50. Pp. 430, 
with 600 illustrations. Paul B. Hoeber, Inc. (medical book 
BO Harper & Brothers), 49 E. 33rd St.. New 
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QUESTIONS AND ANSWERS 


REPETITIVE USE OF ADDICTIVE DRUGS 

To tHe Eprror:—A patient sustained an accident in 
which he suffered a low-back sprain. He was 
treated in the conventional way with physical 
therapy and medication, such as salicylates. When 
complaining of severe pain which was not re- 
lieved by analgesics, he suggested the use of 
dihydromorphinone hydrochloride which he had 
received while in the Marine Corps. It has been 
the impression that this man is an addict, and he 
has been reported to the Board of Health. He is 
working but claims that he is unable to work 
occasionally unless he takes dihydromorphinone. 
Is one justified in prescribing about once a month 
fe grain (4 mg.) of this drug to keep the patient 
in working condition? M.D., New York. 


Answen.—Repetitive use of a potent addictive 
drug, such as dihydromorphinone, in the treatment 
of a low-back pain which was not due to metastases 
from a malignant lesion is not justified. Cause ol 
the pain should be determined by a complete phys- 
ical, laboratory, neurological, and x-ray examina- 
tion, after which definitive treatment should be 
undertaken. 


TOXIC CHEMICALS IN ANIMAL FEED 


To tHe Eprror:—In the past several months, three 
employees of a feed company have developed 
acute dilatation of one or both pupils. This has 
been painless and is not responsive to the usual 
constrictive medicaments such as pilocarpine. It 
usually disappears within three to seven days. 
Some constituent of animal feeds is probably re- 
sponsible, since these men work in the feed mill 
either mixing or adding chemicals to the prod- 
ucts. An ophthalmologist says this is an acute 
dilatation of the pupil—cause unknown. Please 
suggest some chemical that might be the causa- 
tive agent? 

James M. Burk, M.D., Decatur, Ind. 


Answer.—Lacking precise information, there is 
reason, cautiously, to suspect furazolidone and 
nitrofurazone. The only basis for this suspicion is 
that certain other complex furan compounds are 
regarded as possible substitutes for atropine. Dila- 
tation of the pupils in itself may be relatively un- 
important but may constitute the initial indication 
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of far more significant damage. The situation war- 
rants adequate exploration. It is surmised that not 
all chemicals are manipulated at any one time. By 
charting the occurrence of the dilatation in relation 
to the immediate task, the possible offender(s) 
might be appreciably reduced in number, unless 
the work area has become widely contaminated so 
that exposure is continuous. Should this gross 
screening procedure fail in its objective, it is no 
major task to instill trace quantities of the several 
agents into the eves of rabbits. The responsible 
agent likely will appear. If this company operates 
no animal laboratory facilities, the Institute of In- 
dustrial Health of the University of Michigan at 
Ann Arbor is qualified in such tasks and might be 
consulted. When the troublesome agent is deter- 
mined, additional studies as to general toxicology 
should be conducted. 


CARCINOMA OF THE PROSTATE 

To tHe Eprror:—A man, aged 64, was operated on 
for prostate hypertrophy (grade 2) by total trans- 
urethral resection in January, 1956. After opera- 
tion, an adenocarcinoma, grade 1 to 2, was found 
in the removed mass of the prostate. After a year, 
frequency of urination developed again. The pa- 
tient consulted the urologist, who prescribed 5 
mg. diethylstilbestrol daily. The patient could 
take only 2 mg. because his breasts became very 
tender. In three months the nocturnal frequency 
went up to 3 to 5 times, although a nervous fac- 
tor may be involved; the nonprotein nitrogen 
level, which, before the operation in January, 
1956, was 44 mg. per 100 cc. and afterwards went 
down to normal (35), showed 40 again. The spe- 
cifte gravity of the urine was 1.026. A cystoscopy 
was done, and a nodule was seen growing on the 
sear in the bladder. The serum acid phosphatase 
level was 0.1 Bodansky units per 100 ec. X-ray 
pictures were normal in all bones. The nodule in 
the bladder was declared to be a granulomatous 
growth. On rechecking the prostate, it was found 
to be one-fourth to one-fifth regrown and hard. 
Is a second radical operation indicated, or is a 
conservative method now employed sufficient to 
keep a carcinoma under control? 

Paul C. Rost, M.D., Beverly Hills, Calif. 


Answer.—A careful survey of the above report 
indicates that the description of the malignancy in 
the prostate has extended beyond the confines of 
the prostate, and, consequently, a radical perineal 
prostatectomy does not seem indicated. The need 
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for any palliative operation at the present time 
would depend entirely upon the degree of urinary 
obstruction that is present, manifested by poor 
weak stream, difficulty in urinating, residual urine, 
and nocturia. Theoretically, stilbestrol in 1 mg. 
doses daily is sufficient, and this consultant would 
recommend that the patient be instructed to take 
the drug in this dosage. Further radical surgery is 
contraindicated because it probably would not 
suffice. With conservative treatment, regular check- 
ups at a 6-to-12 month interval should allow one to 
keep this patient fairly comfortable. At a later 
time, when metastases are demonstrable, the pro- 
cedure of bilateral orchiectomy should be consid- 
ered. Any carcinoma of the prostate is relatively 
slow growing, and many people live for a period 
of years. Reassurance of the patient is important. 


ECTOPIC BREAST TISSUE 


To tHe Eprron:—A woman, pregnant for the third 
time, complains of swelling in both axillas. She 
states that with the first pregnancy she noted 
this postpartum and that it subsided with the ces- 
sation of lactation. With the second this occurred 
all through pregnancy and it persisted until lacta- 
tion ceased. At this time she is in the seventh 
month. The swelling is painless but embarrassing 
when the patient wears sleeveless clothing. The 

- mass on the right is about 5 cm. in diameter and 
there is a rudimentary nipple in the axilla (no 
colostrum is expressed here). The mass on the left 
is about 4 cm., and there is nothing resembling a 
nipple. 1s this ectopic breast tissue likely to be the 
site of carcinoma so that excision is advisable? 

Herbert M. Gruenberg, M.D., 
Montebello, Calif. 


Answen.—There is no proof that ectopic breast 
tissue is likely to become carcinomatous. There is 
no need to remove the axillary masses as a pro- 
phylactic measure. 


EMPHYSEMA 

To tHe Eprror:—Do the vapors or fumes contain- 
ing particles of enamel paints or lacquer have 
any effect on the lungs? The question relates 
specifically to a middle-aged man, a spray paint- 
er for many years, who has signs of beginning 
pulmonary insufficiency and emphysema. He is 
a heavy smoker, and the etiology of his emphy- 
sema may be related to this rather than to the 
exposure to enamel and lacquer. There appears 
to be no reference to any damaging effects from 
these agents in standard texts. Please comment on 
this problem. 


Edward C. Heyde, M.D., Vancouver, Wash. 
Answer.—Some types of the mentioned work 


materials may induce acute minor chemical bron- 
chitis but are not known to provoke the severer 


QUESTIONS AND ANSWERS 


bronchial congestion. During 
mother had a marked anemia, ihe hemoglobin 
level going down to 46%. The obstetrician treated 
her with iron and vitamins, but the hemo 


and found the probable diagnosis to be thalas- 
semia minor, He thinks that it is impossible to 
improve the blood composition. The latest blood 
count showed a 58% hemoglobin level with 
marked hypochromasia, anisocytosis, poikilocyto- 
sis, and occasional target cells; the platelets ap- 
pear normal. Could there be any connection be- 
tween the sudden unexplained death of the child 
and the blood dyscrasia of the mother? Is there 
any new method for treatment of thalassemia? 
What are the chances for future children? 
Oskar Ury, M.D., San Francisco, Calif. 


Answer.—If the blood condition in the mother 
was true thalassemia minor and not a chronic re- 
sponse to some toxic agent, there a to be no 
causal connection with the death of the child. No 
new specific medication of a curative nature has 
been reported for thalassemia minor. While the 
corpuscle defect appears to be associated with 
heredity, the exact method of transmission is not 
clear cut, especially if only one of the parents trans- 
mits the abnormal characteristic. As there was ap- 
parently no evidence that the child had thalasse- 
mia, the prospect for future normal children is not 
necessarily bad 


PREGNANCY AND MULTIPLE SCLEROSIS 


To tHe Eprron:—What is the effect of pregnancy 
in the cause of multiple sclerosis? 
Hermon C. Gordinier, M.D., Troy, N.Y. 


has been carefully studied and has 
been reviewed recently by Tillman (A. Res. Nerv. 
& Ment. Dis., Proc. 28:548, 1950) and Sweeney 
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manifestations mentioned, Findings from x-ray 
examinations of the chest are not noted in the 
query; if they are suggestive of any pneumoconio- 
sis, inquiry should be directed to earlier employ- 
ment exposures. It is not established that tobacco 
smoking may be the precise source of significant 
emphysema. Emphysema in older persons, apart 
from any work causation, is of common occurrence. 
THALASSEMIA MINOR 
To tHe Eprron:—A young woman, 20 years old , de- 

livered an apparently healthy boy of 7 lb. on 
March 1, 1957. Thirty-six hours later the boy 
suddenly died. The autopsy was completely neg- 
ative, showing no respiratory obstruction and 
no cause of death; the only findings were early 
level never went over 68%. This woman, who 
had always been well and feels well, is of Greek 
Answer.—The role of pregnancy as a possible 
ee factor in the etiology of multiple sclerosis and its 
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(Am. J. Obst. © Gynec. 66:124, 1953). Both authors 
agreed that the management should be according 
to the obstetric indications, as there is no evi- 
dence that pregnancy affects the ultimate course of 
the disease. Conversely, multiple sclerosis does not 
appear to have an adverse effect in pregnancy, but 
its complications may affect the obstetric indica- 
tions. In certain instances these may suggest inter- 
ruption of pregnancy or cesarean section as more 
conservative than vaginal delivery. 


GLUCOSE TOLERANCE TEST 


To tHe Eprron:—Please give interpretation of a 
five-hour glucose tolerance test when the fasting 
blood sugar is in the normal range of 80 to 120 
mg. per 100 cc. and in the first half hour in- 
creases to a range between 250 and 300. At the 
end of two hours, it drops back to a range be- 
tween 130 and 150, at three hours it is between 
50 and 70, and by five hours it is back to the 
starting point. The fasting urine specimen was 
negative for sugar, but sugar was 2+ after one 
and one-half hours, 1+ at three hours, and nega- 
tive at fiwe hours. There are no symptoms of 
hypoglycemia. 

R. J. Sexton, M.D., Charleston, W. Va. 


Answer.—If the method of measuring the blood 
sugar level was that of Folin and Wu, the half-hour 
value is markedly elevated and the two hour value 
moderately so. The curve is therefore definitely 
abnormal. Among possible causes are mild or latent 
diabetes mellitus, liver disease, thyrotoxicosis, short 
circuiting operations such as gastroenterostomy, 
and previous carbohydrate deprivation. None of 
these is excluded by the low value obtained at 
three hours. This drop, incidentally, is often seen 
as a physiological response to the ingestion of glu- 
cose and has no special significance in and of itself. 
The appearance of glycosuria is, of course, to be 
expected in view of the high blood sugar peak. 
Blood sugar curves of this general kind may be 
seen in disturbances of the anterior pituitary and 
the adrenal cortex but are not necessarily charac- 
teristic of such disturbances. 


INDUSTRIAL EYE IRRITATION 

To tue Eprror:—Several employees of a local plant 
have complained of eye strain and irritation re- 
sulting from working over a vat containing an 
oil classified as white oil (related to mineral oil). 
The oil is kept at a constant temperature of 
145 C. Is there any known deleterious effect 
(with particular reference to the eyes) of this 
substance? 


Robert C. Lonergan, M.D., Sterling, Ul. 
Answer.—Nothing in this query indicates the 
method of heating the vat. If oil or gas burners are 
emploved and leakage of some combustion product 
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arises, therein may be the source of irritation. 
Formaldehyde and other aldehydes, olefins, and 
sulphur compounds, including tr of hydrogen 
sulphide, may arise. Nothing in the query indicates 
the nature of work process. If it constitutes a 
quenching operation involving the thrusting into 
the oil or red hot metal objects, the high tempera- 
tures temporarily brought about might lead to 
thermal decomposition of some oil and the produc- 
tion of irritants. This white or mineral oil is not a 
fixed chemical entity but a mixture of several. At 
best it marks a fractional distillation temperature 
range. By repute this fraction is relatively free from 
harmful properties. Yet at this temperature of 293 F 
(145 C) persistently carried out, the oil might 
undergo distintegration to the point of irritant 
formation and emission. 


EARLY HEART BLOCK WITHOUT 
SYMPTOMS 


To tHe Eprron:—A professional man of moderate 
activity, aged 77, is asymptomatic and passed a 
physical examination with flying colors, but his 
electrocardiogram showed what is apparently 
early heart block. Please suggest treatment, 
change in mode of life, and prognosis. 

M.D., New York. 


Answen.—No treatment is indicated. No change 
in the mode of life is indicated. Since these blocks 
are usually due to arteriosclerotic changes in the 
coronary artery and since the patient's age is ad- 
vanced, the prognosis is poor. The patient should 
have monthly electrocardi 


ELECTROSHOCK TREATMENT 


To vue Eprron:—Is electroshock and/or insulin 
shock indicated for Huntington's chorea (heredi- 
tary chronic progressive chorea with mental de- 
terioration)? In the event of its being given for 
an underlying anxiety, would this adversely affect 
the organic brain damage? Are any of the tran- 
quilizing drugs effective in palliating this disease? 
Are there any new concepts concerning its treat- 


ment? S. W. Scorse, M.D., Joplin, Mo. 


Answen.—Electroshock and insulin shock have no 
place in the treatment of Huntington's chorea. It is 
possible to give electroshock treatment to patients 
with organic brain disease, but it is always neces- 
sary to be certain about the urgency of the situation, 
since there is always the possibility of increasing 
the brain damage. Because of the development of 
depressions, agitated states, and other conditions 
requiring electroshock therapy, a number of patients 
with organic brain disease have received this treat- 
ment without untoward effects. Insulin shock treat- 
ment should never be given in the presence of or- 
ganic brain disease because of the risk of aggravat- 
ing brain damage. Of the various tranquilizing 
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drugs, ch has been reported to be help- 
ful in the treatment of Huntington's chorea. The 
beneficial effects are due to the development of 
parkinsonian symptoms. notably rigidity, resulting 
from the drug. Large doses (300 mg. or more per 
day ) of the drug are necessary. 


BONE SPUR CAUSING ARTERIOVENOUS 
FISTULA 


To tur Eprron:—A 14-year-old boy gave a history 
of disabline intermittent claudication. On ex- 
amination the right calf appeared 15 in. larger 
than the left and the lee was about 0.5 in. longer. 
A pulseting mass was found over the medial as- 
pect of the right lower thigh above the knee in 
the area of Hunter's canal. There was no history 
of fracture At surgery an arteriovenous aneu- 
rysm, measuring 6 by 3 inches and partly filled 
with blood clots, was found. In the center of this 
aneurysm a cartilage-covered bone spur from 
the lower femur was protruding. It appears that 
the bone spur pierced the vessels and caused the 
aneurysm. The aneurysm was resected, and cir- 
culation in artery and vein was successfully re- 
stored. Has any similar case of a bone spur, 
without fracture and causing an arteriovenous 
fistula and aneurysm, been observed? 

Arthur J. Lesser, M.D., Los Angeles, Calif. 


Answer.—It would seem from the history given 
that this patient probably had a 
osteochondroma of the femur and most likely had 
some minor injury or pressure over the thigh which 
caused the spur to penetrate the artery and vein 
and lead to the production of a arteriovenous fis- 
tula. That could well explain the increased length 
and circumference of the involved leg. This con- 
sultant is not aware of any similar case having been 
reported, although no attempt has been made to 
meticulously search the literature. A detailed report 
with x-rays and other studies of this case would 
certainly be interesting. 


SCREENING FOR HEAVY METAL 

INTOXICATION 

To tHe Eprror:—A patient presented a clinical pic- 
ture of lower nephron nephrosis, suggestive of 
heavy metal poisoning. The history, however, 
failed to reveal any specific metallic exposures. 
Is there a general screening test for heavy metals 
in urine, as a group, so that a series of individ- 
ually expensive tests for the specific metal could 
be avoided in a negative urine? If so, what is this 
test and where can one send a urine sample for 
this type of procedure? 

Herbert J. Rosen, M.D., Dover, N. J. 

Answer.—Helpful as such a test here contemplat- 


ed would be, there is none. Even the specific tests, 
such as the test for lead in urine, are carried out 
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with difficulty and call for meticulous laboratory 

ure and skill in interpretation of results. A 

nephron nephrosis from occupational causes 
is most often encountered in carbon tetrachloride 
poisoning. Likewise there is no specific urinary test 
for carbon tetrachloride and no general test appli- 
cable to all chlorinated hydrocarbons. A precise re- 
view of all potential exposures at work might fur- 
nish a lead as to specific causation if, in fact, work 
exposure be responsible. The Bureau of Industrial 
Hygiene of the local or state Department of Health 
should be consulted. 


TREATMENT OF DIFFUSE TOXIC GOITER 

To tHe Eprror:—A 38-year-old woman with a dif- 
fuse toxic goiter (serum protein-bound iodine 
level 148 meg. per 100 cc.) was treated with 
propylthiouracil in preparation for partial thy- 
rvidectomy. After one month of medication her 
symptoms cleared and her serum protein-bound 
iodine level became normal. She has decided to 
postpone surgery for six months. She is on main- 
tenance therapy with propylthiouracil. Should 
Lugol's solution be withheld until the three weeks 
prior to surgery, or should maintenance therapy 
Lugol's solution with the propylthioura- 


M.D., California. 


Answer.—Nearly 50% of patients with diffuse 
toxic goiters undergo longstanding or even per- 
manent remissions after prolonged treatment with 
propylthiouracil. There is, therefore, no reason in a 
patient who has responded well to propylthiouracil 
and does not wish thyroidectomy done at once to 
make any definite plans for thyroidectomy in the 
future. It would be better to continue medication 
in maintenance doses for a year, after which the 
propylthiouracil can be withdrawn and a decision 
made at a later date as to whether thyroidectomy 
is necessary. If it is, treatment can be resumed with 
propylthiouracil and iodine in preparation for the 
operation, 


HYPNOSIS FOR PROLONGED 
ABDOMINAL PAIN 


To tHe Eprron:—What are prospects for benefit by 
hypnotic treatment in a 41-year-old woman who 
for 25 years has had intractable pain in abdomen? 
A psychosomatic diagnosis seems to be proved by 
thorough studies, including four exploratory sur- 
gical operations. The pain is not affected by sur- 
gery. It is partially controlled by morphine, sco- 
polamine, and chlorpromazine hydrochloride. 
Rowland P. Stanley, M.D., Garden Grove, Calif. 


Answer.—Except for the history of 25 years and 
the four exploratory surgical operations, ordinarily 
this type of problem gives good promise of benefit- 
ing from hypnotic treatment; however, the psycho- 
logical aspect of the confirmation of the problem as 
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organic by four exploratory surgical procedures 
and still further pow Memos of it as organic 
by treatment with drugs suggests that the patient 
would reject any psychological intervention, such 
as hypnosis, & wove part of 

psychotherapeutic program. It is recommended that 

this patient be given prolonged psychotherapy, with 
the hope that hypnosis might eventually be used. 
provided, of course, that the patient would cooper- 
ate—an essential consideration. 


THINNING A HEAVY BEARD 

To THe Epitor:—A patient, who is receiving psycho- 
therapy, is very much concerned about the pro- 
fuseness and density of his beard. He is particu- 
larly concerned because the growth of hair runs 
high on the cheek close to his eyes. Electrolysis 
has brought about some decrease in hair growth, 
but it is a losing fight due to the large number of 
hair follicles. | have wondered whether estrogen 
therapy would have any effect upon this hair 
growth. If it seems reasonable to anply this from 
a physical standpoint, what dosages and prepara- 
tions would be advised? The netient will he care- 
fully observed from a psychiatric standpoint. 

Roland D. Roecker, M.D., Summit, N. J. 


Answer.—The only permanent method of lessen- 
ing a heavy beard growth is electrolysis. While this 
technique is not generally recommended for the 
masculine beard, the proper employment of a high 
frequency technique can at least thin out some of 
the areas, especially where the hair growth is close 
to the eves. Numerous temporary measures such as 
the depilatories are available, but these are no more 
effective than ordinary shaving and are certainly 
not advisable for a heavily bearded male face. Es- 
trogen therapy does have an effect upon hair 
growth, but in view of the attendant gynecomastia, 
loss of libido, and other side-effects, it is certainly 
not advisable in a patient who is already under psy- 
chiatric care. 


PROGRESSIVE MUSCULAR DYSTROPHY 
To tHe Eprrorn:—In the last few years, have any 
new medicaments or methods of treatment for 
progressive muscular dystrophy come to be 


Wolfgang Hainbock, M.D., Linz/D.. Austria. 


Answer.—While there is considerable research in 
progress into the nature of progressive muscular 
dystrophy and its treatment, it can be categorically 
stated that there is at this time no drug or method 
‘of therapy which is sufficiently effective to merit 
special mention. In the United States, as elsewhere, 
the best that can be done at this time is to support 
these patients in a general way by dietary meas- 
ures, reasonable exercise, and, if necessary, physio- 
therapy. 
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TREATMENT OF SALMONELLA ANATIS 
To tHe Eprror:—What is the preferred treatment 
for a 7-month-old baby with (cultured) Salmo- 
nella anatis, whose only symptom is diarrhea? He 
has received courses of chloramphenicol, trisulfa- 
pyrimidines, and erythromycin. 
L. E. Hackett, M.D., Camilla, Ga. 


Answen.—The isolated strain of Salmonella anatis 
should be tested in the laboratory for its sensitivity 
to tetracycline, oxytetracycline, and chlorampheni- 
col. If the strain is sensitive to tetracvcline or oxy- 
tetracvcline, one of these antibiotics should be usec 
in treatment. If it is sensitive only to chlorampheni- 
col, then the latter drug should be used with care 
in accordance with the blood picture, since, rarely, 
individuals may develop aplastic anemia on this 
therapy. Since the initial treatment with chloram- 
phenicol, the child may have been reinfected 


IRRITATION OF SKIN FROM METALS 

To tHe Eprron:—What is the condition in which a 
person's skin or perspiration causes various met- 
als to tarnish and irritate that skin? What is the 
underlying pathophysiology, and how may it be 
cured? What is the chemical component of per- 
spiration which causes tarnishment of jewelry 
and or skin reaction to metal? 


Byron W. Kilgore, M.D., Indianapolis. 


Answer.—There is no known entity that causes 
metals to tarnish and irritate the skin. Irritation 
from metals (redness, swelling, and itching) may 
result from trauma (friction) or from sensitivity, 
especially to nickel in various alloys. The tarnishing 
of the metal arises from the moisture and the sulfur 
in the perspiration, which is in the form of sulfhy- 
dryl groups. This tendency is increased by hyper- 
hidrosis. 


ALLERCY TO ASCORBIC ACID 
To rue Ep.ron:—ls there a substitute or another 
drug that can be given to a patient who develops 
allergic reactions to ascorbic acid and citrus 
fruits? 
C. A. Campbell, M.D., Philadelphia, Pa. 


Answer.—Allergic reactions to ascorbic acid must 
be very rare. This consultant has never seen one. 
No substitute for ascorbic acid is known. Allergy 
to citrus fruits is quite common and occurs es- 
pecially in children who develop atopic dermatitis, 
otherwise known as eczema. This allergy is usually 
outgrown as the child grows older. Most adults can 
eat citrus fruits without trouble, but there are ex- 
ceptions. Many other fruits contain ascorbic acid 
and can be used as substitutes for citrus fruits. 
Fresh tomatoes and vegetables also contain ascorbic 
acid and can be substituted. 
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From time to time there will be published in this section of Tue Jourxar brief but not neces- 
sarily complete reviews of some of the newer clinical aspects of medical research and practice. 
This material is gathered specifically for Tue Journar.—Eb. 


CANCER AND VIRUSES 


When Shimkin,' of the National Cancer Institute, 
Bethesda, Md., returned from a visit to Russia re- 
cently, he reported that at a meeting of the Acad- 
emy of Medical Sciences in Moscow there was a 
lively discussion between the proponents and the 
opponents of the virus etiology of cancer. It is said 
that this is an important area of cancer research in 
the Soviet Union. 

On this side of the Iron Curtain, the gap has 
narrowed between those who believe in the virus 
etiology of cancer and the advocates of the impor- 
tance of “soil” susceptibility, chemical and other 
irritation, and genetically determined cell mutation. 
More important, there now appears also the pos- 
sibility of applying laboratory observations to man. 

“Soil” susceptibility is not only determined genet- 
ically. According to Bryan,’ of the National Cancer 
Institute, genetically similar individual animals may 
show a wide variation in susceptibility to the same 
tumor virus. There is also a wide variation in the 
susceptibility of different types of host to their re- 
spective specific tumor viruses as determined by 
the number of virus particles required to infect. The 
relation between tumor and virus is characterized by 
a diversity of interplay between virus quantity and 
level of host susceptibility in determining the na- 
ture and outcome of the host-virus interaction lead- 
ing to malignancy. At a recent meeting,” the same 
worker referred to the role of phospholipid metabo- 
lism in host-virus interaction. He believes that if 
oxidation products of phospholipids function in liv- 
ing cells as one of the defensive reactions against 
tumor viruses, chemical carcinogens, in solution in 
the lipid components of cells, might exert a sparing 
action on virus particles or might even favor their 
multiplication. This would form a common ground 
for the study of factors in carcinogenesis by chem- 
ical carcinogens and tumor-inducing viruses. 

Elucidation of host-virus interaction is com- 
plicated by the variety of tumors that can be pro- 
duced experimentally by inoculation of filterable 
agents. Stewart,’ of the National Cancer Institute, 
observed that filtrates from leukemic mice produced 
sarcoma of the parotid gland. Gross,’ of the Vet- 
erans Administration Hospital, Bronx, N. Y., found 
that inoculation of newborn mice with cell-free 
filtrates from mice with leukemia resulted in leu- 


kemia, parotid tumors, and subcutaneous sarcoma. 
Recently, Stewart and her colleagues’ reported 
that tumors of the parotid, submaxillary, and sub- 
lingual glands, of the medulla of the thymus and of 
the adrenal, and of mammary tissue developed 2! 
to 10 months after inoculation of 8 to 12 hours old 
susceptible mice with material derived from mice 
with leukemia or salivary tumors. They also pro- 
duced papillary lesions of the pleura, multiple epi- 
dermoid carcinoma of the hair follicles, hemangioma 

hemangioendothelioma, sarcoma of the kidney, 
bone tumors, and, in one case, a primary lung tu- 
mor. Work now in progress at their laboratory * is 
believed to indicate that viral agents can cause a 
great variety of tumors not only in mice but also 
in other mammals. - 

“Soil” susceptibility to viruses is influenced by 
age and by hormones. The connection between age 
and virus susceptibility is not uniform. When Gross * 
first produced leukemia in mice with cell-free fil- 
trates, he used newborn animals. Since then, other 
workers" have produced leukemia in adult mice. 
Beard,” of the Duke University School of Medicine, 
Durham, N. C., has reported that chicks are most 
susceptible to myeloblastosis at the age of 3 days 
and that resistance increases rapidly with age; they 
are less susceptible to erythroblastosis at the 3-day 
age than at 77 days. According to Southam, of the 
Memorial Center for Cancer and Allied Diseases, 
New York, chicks under one week of age, as judged 
by viremia, are highly susceptible to infection by 
West Nile, Japanese B, and related viruses; after 
three weeks of age, they are resistant to these vi- 
ruses. Coxsackie virus is lethal to suckling mice but 
causes no apparent ill effects in adult mice. The 
virus of lymphocytic choriomeningitis is more path- 
ogenic in adult mice than in suckling mice. 

Age is not only pertinent to “soil” susceptibility. 
Visceral lymphomatosis, a poultry disease wide- 
spread in the United States,” was for a long time 
thought to be a nontransmissible neoplasm until 
Furth and Breedis '' showed that it was caused by 
a virus. Burmester,’ of the U. S. Department of 
Agriculture, Agricultural Research Service, East 
Lansing, Mich., has now reported that young hens 
shed significantly greater amounts of this virus into 
their eggs than older hens. Since 1942, Duran- 
Reynals,"* of the Yale University School of Medi- 
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cine, New Haven, Conn., has emphasized that not 
only the age of the recipient animal but also the 
age of the animal supplying the tumor is important 
in producing variation in tumor viruses; for exam- 
ple, the adaptation of a chicken tumor to the duck 
was accomplished only when, among other factors, 
the tumor-bearing chickens were of a precisely 
correct age—when they were too young or too old, 
the results were negative. 

The same worker” has stated that quiescent vir- 
uses can cause cancer in experimental animals 
adequately treated by exposure to hormones and to 
chemical or physical carcinogens. He also reported 
that viruses not usually linked with tumor growth 
may under given circumstances be implicated in 
the development of tumors; benign and malignant 
tumors have been produced at the site of vaccina- 
tion with vaccinia virus in the skin of Swiss mice 
prepared by cortisone and methyl-cholanthrene, a 
chemical carcinogen. He believes that the dermal 
intercellular cement substance in the skin of Swiss 
mice forms a local barrier to viruses, bacteria, can- 
cer cells, and other agents. Hormones influence this 
protective action; estradiol benzoate promotes a 
rapid increase of dermal ground substance shown 
by thickening of the skin of the flanks, while cor- 
tisone has the opposite effect with thinning of the 
skin.”" 

Menkin,” of the Temple University School of 
Medicine and Hospital, Philadelphia, has described 
an endogenous growth-promoting factor that is 
liberated from cells, mildly injured by such means 
as chronic inflammation, viral infection, or hormone 
imbalance. He believes that in an appropriate ge- 
netic soil this growth-promoting factor favors the 
development of neoplasia but that in the absence 
of genetic susceptibility it does not induce neo- 
plasia. 

The mouse mammary tumor agent studied by 
Bittner.” of the University of Minnesota Medical 
School, Minneapolis, only produces cancer readily 
in some genetically susceptible strains after ade- 
quate hormonal stimulation. An interplay of mam- 
mary tumor agent, genetic susceptibility, and 
hormonal stimulation, therefore, decides whether 
tumors are produced; a smaller amount of one of 
these three factors may be compensated by an in- 
crease in one or both of the other two factors. 
Augmentation of the genetic factor can be obtained 
by selective inbreeding or proper hybridization— 
hormonal stimulation by the use of natural or 
synthetic estrogens. It is assumed that the presence 
of the mouse mammary tumor agent is essential, 
although in susceptible inbred strains of mice, 
breast tumors can be produced in the absence of 
demonstrable virus by intensive hormonal stimula- 
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tion or by exposure to chemical carcinogens or x- 
rays. Advocates of the virus etiology of cancer em- 
phasize “demonstrable.” 

Various workers have tried to find a unifying 
concept from their respective viewpoints. Greene,"* 
of the Yale University School of Medicine, New 
Haven, Conn., believes that disappearance of virus 
from autonomous cancer tissue may be the reason 
for the lack of evidence of viral etiology in some 
tumors. He suggests that search for viruses should 
be extended to the earlier stages of tumor develop- 
ment. In the case of rectal cancer, for example, ex- 
amination of rectal polyps might be more fruitful 
than study of the metastasizable carcinoma. Furth 
and his collaborators ** at the Harvard Medical 
School, Boston, and Oak Ridge National Labora- 
tory, Oak Ridge, Tenn., have proposed three con- 
cepts as “working hypotheses.” Motivated by the 
thought that if a virus causes leukemia it may play 
a determining role in leukemia induction by radia- 
tion, the technique of Gross was used at Oak Ridge. 
At the same time, a second set of experiments was 
conducted at Boston. On the basis of this work, it 
is suggested that causation of leukemia by virus 
may be conceived as (1) stimulation of normal cells 
by intracellular specific or nonspecific “parasites,” 
implying that the leukemias are virus-conditioned 
neoplasms; (2) induction of somatic mutation by a 
resident virus, proposed by Murphy,"* who named 
avian tumor viruses “mutagens,” implying an irre- 
versible induction change in the cells; and (3) 
“transduction.” Ravin,"” of the University of Ro- 
chester, Rochester, N. Y., thinks that the mutation 
hypothesis of the origin of cancer offers a unifying 
explanation that makes the available evidence con- 
sistent with the views of cancer virologists and of 
adherents of the multifactor school. 

The introduction of the concept of “transduc- 
tion” has done much to narrow the gap in our un- 
derstanding of the relation between genetically de- 
termined cell mutation and viruses. As Lederberg,’ 
University of Wisconsin, Madison, has put it, “The 
hallmark of a virus has been thought to be infec- 
tivity, or transmission from cell to cell through a 
medium. The discovery of tranduction has largely 
obliterated this distinction.” Transduction means the 
carrying of specific genetic traits to a new host cell 
by infecting phage. Bacteriophages are viruses that 
reside in many bacteria. Such bacteria are called 
lysogenic because lysis releases phages from them. 
Some lysogenic bacteria remained unsuspected for a 
long time. The K-12 strain of Escherichia coli, for 
example, had been known for some 25 years before 
it was recognized that it concealed a virus, now 
named lambda. In an ordinary culture of K-12 Esch. 
coli, the free virus lambda is released by about one 
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in every million bacterial cells, but this release can 
be enormously accelerated by treating the bacteria 
with ultraviolet light.'* Other physical and chemical 
agents cause lysis of bacterial cells and release of 
phages, for example, x-rays, nitrogen mustard, cer- 
tain reducing agents, and iron chelating agents. 
They are called “inducers.” Some are recognized as 
carcinogenic for man and animals.'” When phages 
released from lysed bacteria of the genus Salmo. 
nella, for example, are allowed to infect other Sal- 
monellae, they either destroy them, like typical 
lethal parasites, or they reenter their “latent” form, 
conferring on their new host genetic traits of their 
previous bacterial hosts, i. e., transduction. 

Earlier studies of the mechanism involved in the 
“transformation” of “rough” avirulent pneumococci 
to “smooth” virulent ones had focussed attention on 
the role of deoxyribonucleic acid (DNA).*° On the 
basis of currently available experimental data, it is 
believed that DNA is the “transforming” substance. 
It has been shown that DNA can also transmit other 
characteristics; for example, in the Pneumococcus 
and in Hemophilus influenzae resistance to strepto- 
mycin can be transferred from resistant donor bec- 
teria to nonresistant ones by DNA. This DNA-trans- 
mitted resistance becomes a genetic characteristic of 
the new bacterial recipient. While in these cases 
DNA alone is the transmitting substance, the trans- 
ducting bacteriophage in Salmonella is thought to 
consist of DNA surrounded by protein. When the vi- 
rus has attached itself to the surface of the new bac- 
terial host by means of its protein appendage, “the 
DNA nucleus of the phage . . . enters the bacterium 
leaving the phage skin outside.” '* 

Tobacco mosaic virus consists of ribonucleic acid 
(RNA) and protein. Fraenkel-Conrat,*' University 
of California, Berkeley, and Schramm,*' Max Planck 
Institute for Virus Research, Tiibingen, Germany. 
have shown independently that its activity resides 
in its nucleic acid portion. Ribonucleic acid mole- 
cules on entering a cell may decisively influence 
intracellular events and the genetic apparatus.” 
An answer to the question of how a great variety 
of biological information can be stored in nucleic 
acid molecules may lie in their chemical structure. 
The molecule of nucleic acid consists of nucleo- 
tides. With a molecular weight of around 300,000, 
a molecule of nucleic acid may contain about 1,000 
nucleotides. Each nucleotide consists of phosphoric 
acid, sugar (D-ribose in RNA, 2-deoxy-D-ribose in 
DNA), and one of the four bases: adenine, guanine, 
cytosine, uracil in RNA or adenine, guanine, cyto- 
sine, thymine in DNA. A_ 1,000-unit nucleotide 
chain containing a coded repeat of these four bases 


in the same ratio, for example, as they are present 
in tobacco mosaic virus nucleic acid, could form 
about 10° different arrangements. 100-unit 
nucleotide chain of this composition could exist 
in about 10” different arrangements. Stanley,** Uni- 
versity of California, Berkeley, has pointed out that 
this is a vastly larger number than the total of all 
living things. In his view, such a structure could, 
therefore, well carry the code for every bit of life 
on earth and in the sea. 

When a normal cell becomes a cancer cell, it is 
thought that there are changes in the structure of 
nucleic acid in the cell. Compounds have, there- 
fore, been studied that may act as antimetabolites 
for the four bases in nucleotides. One of them, 
5-bromouracil, incorporated in a bacterial virus in 
place of thymine, produced “the highest percentage 
of mutants ever recorded.” ** Nucleic acid metabo- 
lism is now being studied at many centers. It is 
coming into focus more and more in the study of 
the etiology and chemotherapy of cancer, in ge- 
netics, and in virology. 

Many hitherto unknown viruses have been found 
recently to be present in man.** Their clinical sig- 
nificance is unknown. Some may persist for years, 
perhaps for a lifetime. Whether and how any of 
them are etiologically linked to cancer has not been 
established. Advances in electron microscopy and 
modern methods of preparing ultrathin sections 
have made it possible to study viruses in some de- 
tail. For the use of the electron microscope it is 
important to be able to cut consistently good, thin 
sections.”” It is now possible to cut sections about 
0.024 thick. This means that a leukocyte, for ex. 
ample, may be sliced into 800 sections.”” At a recent 
meeting,” Montgomery and his colleagues of the 
University of Texas Southwestern Medical School, 
Dallas, reported on the use of the ultraviolet flying- 
spot microscope for the study of living human can- 
cer cells. With this microscope, living cells can be 
observed for nine hours and longer without damage 
to the cells and time-lapse motion pictures can be 
taken. 

Photographs of virus-like particles in the cervical 
lymph nodes of a patient suffering from acute 
lymphatic leukemia have been shown by Dmo- 
chowski and Howe,’ M. D. Anderson Hospital and 
Tumor Institute, Houston, Texas. They do not claim 
that these particles are linked to the origin of human 
leukemia. These particles, however, do resemble 
those observed in mouse and chicken leukemia. It 
is generally believed that morphologic similarity 
alone is not sufficient evidence that such particles 
are viruses. 
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It is, therefore, of interest that Schwartz and his 
colleagues,*” Cook County Hospital, Chicago, claim 
to have produced leukemia in mice with filtrates 
obtained from the brain of patients who died of 
acute leukemia. The cell-free filtrate was injected 
into nonsusceptible Swiss mice. At the end of 72 
hours, they were killed, the brain was harvested, 
and a new filtrate was prepared. This filtrate was 
inoculated into similar nonsusceptible Swiss mice, 
and the procedure was repeated. After five such 
passages, the final filtrate was injected into a dif- 
ferent strain: AKR mice. Of 160 injected animals, 
115 developed leukemia. Heat inactivated filtrates 
and filtrates from nonleukemic brain, similarly 
passed, were injected as controls. None of the 180 
animals injected with these filtrates developed leu- 
kemia. Since activity of the filtrate was significant 
after serial passage through several animals of a 
heterologous strain of mice that would in theory 
dilute the original material to less than 10~'*, while 
no activity could be demonstrated when the original 
material was diluted to 10~*, the assumption had to 
be made that only self-perpetuation could offer a 
satisfactory explanation. 

In reviewing the diversified efforts that are being 
made to establish evidence for a causal relation be- 
tween viruses and cancer, one cannot help being 
impressed by the complexity of the factors that may 
be involved. At present, all that can be said with 
certainty is that under appropriate conditions some 
tumors can be produced in animals experimentally 
by virus-like agents. Failure to demonstrate viruses 
on extraction from tumors cannot at this time be 
taken as evidence that these tumors are of nonviral 
origin. 

The connection between cancer and viruses is 
now attracting increased attention in many re- 
search centers. It is as well to await further de- 
velopments with an open mind. 
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